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INTRODUCTION TO THE PORTFOLIO -  VOLUME 1
This portfolio comprises a range of work completed during the PsychD in Clinical 
Psychology course between 2006 and 2009. Volume 1 contains three dossiers. The 
academic dossier consists of two essay, three problem-based learning reflective 
accounts and two personal and professional learning discussion group account 
summaries. The clinical dossier contains summaries of five placements and five 
case report summaries. The research dossier contains a service related research 
project, an abstract of a qualitative research project, a major research project and a 
research log checklist.
Volume 2 of the portfolio contains the clinical dossier that consists of five case 
reports, placement contracts, log books, evaluations and trainee feedback forms, 
and two personal and professional learning discussion group process accounts.
This volume will be kept within the psychology department of the University of 
Surrey, due to the confidential nature of the material it contains.
The work presented throughout the portfolio reflects the diversity of experiences 
gained throughout the course. Within each dossier, the work is presented in the 
order in which it was completed.
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ACADEMIC DOSSIER
The academic dossier contains two essays completed in year 1 and year 2 of 
training. These relate to adult mental health and professional issues respectively.
In addition, it contains three problem-based learning (PBL) reflective accounts, one 
for each year of training. These reflect on the experience of completing three PBL 
exercises and relate to issues pertinent to the process of change, children and 
family, people with learning disabilities, older people and difference and diversity.
Finally, the dossier contains two process account summaries of participation in 
Personal and Professional Learning Development Groups (PPD) during year 1 and 
year 2 of training. The groups were renamed. The PPD process accounts are 
submitted in full in Volume 2 of the portfolio.
Even people who feel paranoid have enemies! 
Discuss the possible meaning and function of 
paranoid/persecutory ideas. How might 
clinical psychologists work with people who
feel so afraid?
Year 1: Adult Mental Health Essay 
December 2006 
Word count: 4623
1. Introduction
Two weeks ago, I was awaiting my supervisor’s response to a recording of my 
assessment of a new client. She had made no reference to it, and I was feeling 
anxious, when I noticed a handwritten note on her desk with my clinical tutor’s 
contact details on it. A scenario emerged unbidden and fully formed in my mind: the 
assessment had been so worrying that my supervisor had placed an urgent call with 
my clinical tutor to have me taken off the course. I felt that my ciinicai tutor’s feelings 
towards me were ambiguous, and they would be glad of the excuse. Growing 
increasingly scared, I avoided any discussion with my supervisor. Later in the 
afternoon she gave positive feedback about the interview, and mentioned that she 
was attending a workshop with my supervisor.
Most of us had times when we have been prone to translate ambiguous social 
signals into our worst fears. As in the personal example above, the stab of anxiety 
can be breathtaking, leaving us shaky and scrambling to keep things together. For a 
person with persecutory ideas, such a state of fearful imagining, with the 
environment providing ready confirmation, might be a dominant mode of being. 
Mental health services, with their uneasy mix of empowerment, paternalism and 
authoritarianism, could easily be an active part of the problem.
Working psychologically with clients with persecutory ideas, then, presents a 
number of significant challenges. We cannot assume that clients will view us as 
benevolent allies, so constructing a collaborative relationship will be testing. It is 
difficult for people to exist in a state of extreme fearfulness without acting, and there 
is evidence that persecutory ideas are more likely to lead to action (Buchanan et al., 
1993), so there are issues of risk. We must also consider personal attitudes to 
paranoia. I have chosen to work on persecutory delusions because on one level 
they seems a key marker of schizophrenia, the daunting end of madness, where 
psychological approaches have been thought to have little purchase. As somebody 
who values rationality and intelligence, I find the prospect of working with people 
who strongly hold beliefs with little apparent foundation unattractive. At the same 
time, as my introductory story indicates, paranoia is a familiar condition.
In this essay, I examine recent models of paranoia, and the way in which their 
translation into intervention approaches can help us with the challenges outlined. I 
argue that in constructing a model of paranoia, determining whether persecutory 
ideas have a meaning or serve a function is a central question. I go on to examine 
how the theories have been operationalised as treatment models. I argue that 
cognitive approaches, in which persecutory ideas are conceptualised as a threat, 
and family interventions, which offer ways of managing the distress associated with 
delusions, offer most scope for effective treatment.
2. Models of paranoia 
Definitions and scope
I will be using the terms paranoia and persecutory ideas interchangeably, to mean 
beliefs that incorporate both imminent or current harm that is intended by another or 
others (Freeman & Garety, 2004). I have focussed on theories and treatment 
approaches to paranoia and persecutory ideas associated with psychosis, rather 
than personality disorder or dementia, because the most active development of new 
theory and treatment approaches is associated with the psychotic presentation of 
paranoia. There is evidence that paranoid behaviour forms part of a continuum with 
‘normal behaviour’ and ideas around the formation, maintenance and treatment of 
paranoid ideation would have relevance across diagnostic categories (Freeman et 
al., 2005).
Meaning versus function
Whether persecutory ideas are treated as meaningful or functional is partly driven 
by theoretical orientation. For a cognitive model of paranoia to apply, the 
persecutory ideas must be meaningful: there must be a connection between the 
level of belief and emotion and action; the beliefs must be amenable to appraisal 
and cognitive challenge. For a psychodynamic model, it is enough that the beliefs 
serve a function: perhaps that of defence against accessing paralysing negative 
beliefs about the self. For a neuro-psychiatric model, persecutory ideas can be
conceptualised as symptoms, whose strength and waning is a marker of severity of 
disease, but whose content is not inherently meaningful.
Two key models of persecutory ideas that have emerged in the last decade are the 
attributional bias model associated with Richard Bentall and colleagues and the 
affective/cognitive model of Daniel Freeman, Philippa Garety, David Fowler & 
colleagues. The attributional model is closely associated with Bentall, and for 
convenience I have identified the second model with Freeman. In practice a number 
of other authors are closely identified with this model, and indeed I have found the 
prolificness of this group, and the tendency for their articles to substantially cross 
reference each other, a challenge in reviewing the literature.. The sections below 
describe and critically assess the two models before going on to look at their 
implications for clinical practice.
BentalTs attributional bias model
Bentall’s model has arisen from study of the cognitive biases in people with 
persecutory ideas, and in particular the role of attribution: the way in which people 
explain and allocate responsibility for their own and other peoples’ behaviour. In 
determining the causes of events, the general population displays a consistent 
tendency to attribute success to their own activities and failure to external forces, 
known as the self-serving bias. A number of studies have shown that this bias is 
exaggerated in people with paranoia (Bentall, 1994). Bentall’s attributional theory, 
drawing upon psychodynamic models of paranoia as a way of avoiding 
unacceptable conclusions about the self, posits that this bias operates as a form of 
defence against threats to self-esteem (Bentall, 1994). Bentall argued that this 
explanation was supported by studies showing higher self-esteem amongst 
paranoid clients than depressed or normal controls. The theory would suggest that 
the attributional bias is a key mechanism in the maintenance of paranoia, and 
should therefore be the subject of intervention.
Overall the model and approach have provided a number of useful insights, but 
have required a significant degree of adaptation as findings about the central 
concepts of paranoia, self-esteem and attributional style, have provided
inconsistent. For example, Humphreys and Barrowclough (2006) have 
demonstrated that a use of more robust questionnaires and instruments raises 
questions about the extent to which self serving bias is related to levels of paranoia. 
Bentall has recently concluded that ‘the relationships between paranoia, self­
esteem, attributions, and beliefs about deservedness of persecution are highly 
complex and non-linear’ (Bentall & Taylor, 2006, p.286). Although cognitive in 
approach, the analysis seems routed in older forms of cognitive science, based on 
normative views of reasoning processes. The examplar form of this model is the 
connective neural network, and it is interesting to see Bentall co-authoring an 
overview of persecutory delusions in which the attribution model stands alongside 
connectionist and neuro-psychiatric approaches (Blackwood etal., 2001).
A key issue in terms of the interventions that would arise from Bentall’s model is that 
if the persecutory delusion represents a defence against low self-esteem, then 
challenging the delusion is likely to increase depression, with associated risks 
including suicide. Without challenge, however, the client may remain in a ‘stuck’ 
system, relatively protected from challenges to self, but at the expense of 
considerable cognitive distortion, with associated distress, restricted behaviour and 
difficult interaction with the world. These unattractive options -  increased depression 
or maintained delusion -  present the psychologist with something of a dilemma.
Freeman’s cognitive model
The project of Freeman and colleagues has been to create a model of the positive 
symptoms of psychosis that is amendable to cognitive treatment approaches. In the 
area of paranoia, key aspects of the project have involved: characterising 
persecutory ideas as a threat belief (Freeman et al., 2002); establishing a 
relationship between the content of persecutory ideas and affect (Freeman et al., 
2001) and identifying a role for safety behaviours in the maintenance of paranoia 
(Freeman et al., 2001). The model has been further enhanced by the creation of a 
normalising framework for persecutory ideas as part of a spectrum of socially 
evaluative suspicion on which the general population can be placed (Freeman et al., 
2005).
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Freeman et al present a two stage model of the formation and maintenance of 
persecutory ideas (Freeman et al., 2002). The persecutory delusion is 
operationalised as a threat belief. The underlying framework is of stress- 
vulnerability: development of the delusion is triggered by biological, social or 
psychological stressor. The threat belief is an attempt by the client to make their 
internal reaction to the stressor meaningful, in order to account for the anomalous 
perceptual, cognitive and emotional experiences associated with the emergence of 
psychosis. Cognitive biases associate with psychosis -  confirmation bias, jumping 
to conclusions bias -  hamper the development or consideration of alternative 
theories. The content of the delusion is significantly influenced by the core beliefs of 
the individual (Figure 1 below).
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Figure 1. Summary of formation of a persecutory delusion (Freeman et al., 2002, 
Figure 1).
Once in place, a series of behaviours and cognitive processes serve to keep the 
persecutory delusion in place (Figure 2, below). Safety behaviours tend to reinforce 
the threat belief, preventing the individual from experiencing situations or 
perceptions that would contradict the belief. Cognitive biases contribute to the 
maintenance of the belief, as hypervigilance provides evidence to confirm the threat. 
The external environment may also provide genuine confirmation, as the fear-driven 
suspiciousness and hostility of the individual provokes hostile reaction. The delusion 
may also bring a degree of relief, if the alternative is to accept that one is mad. The 
content of the delusion, the immediacy and severity of the threat experienced, are 
directly related to the emotional distress caused.
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Figure 2. Summary of maintenance of a persecutory delusion (Freeman et al., 
2002, Figure 2).
Meaning is central to Freeman’s model. The persecutory delusion is presented as 
the result of a search for meaning by the client: an attempt to piece together 
untoward external events, distressing internal states and perceptual experiences, 
past experience and beliefs into a coherent whole that excludes a self-diagnosis of 
madness. The content of the delusions are also meaningful: they have a relationship
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to events, and to levels of distress. Moreover the consequent behaviour-the rituals 
of protection and avoidance -  are also rational in the context of reducing a 
perceived threat. Meaning, then, is at the centre of the project to define persecutory 
ideas in cognitive terms, and critical to the subsequent models of intervention.
The model, and the research upon which it is based, is not without flaws. For 
example the normalising model of paranoia -  persecutory thoughts as part of a 
continuum from social anxiety to conspiracy, rather than a bimodal clinical/non- 
clinical distribution -  is largely built upon an internet based survey of 1200 students 
(Freeman etal., 2005). The study risks significant selection bias in inviting students 
to participate in ‘a survey of everyday worries about other people’. The initial claims 
for the role of safety behaviours, in the maintenance role formulated by Salkovskis 
(1991), were based upon a cross sectional study of 25 people using new 
questionnaire instruments (Freeman et al., 2001). This study betrayed the general 
tendency in the field to make claims based on small static samples. A further 
weakness is the tendency for researchers to develop new questionnaire instruments 
for the studies, with little opportunity for validation or standardising.
Appraising the modeis
Whilst both describe themselves as cognitive models, there are significant 
differences in the scope of the models, and specific divergences in the function 
identified for persecutory ideas in each model, and in the potential for clinical 
application. Bentall’s model seems to emerge from a cognitive science background, 
and is explicitly associated with a neuro-psychiatric construction of mental health, 
whilst Freeman’s model is located in a cognitive behavioural tradition, and brings 
much of that tradition’s concerns with affect and safety behaviours, within a strongly 
applied context
The key failing of Bentall’s account is the lack of a role for emotion either in the 
development and maintenance of paranoid ideas. The treatment implications of this 
approach would be to concentrate upon challenging faulty cognitions. As we shall 
see in the review of treatment approaches below, this model would fail to account 
for the impact of family therapy in reducing relapse.
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Both models suffer from a reliance on cross-sectional studies to portray dynamic 
processes, with the result that mechanisms of causation and time order cannot be 
inferred. A good example is the relationship between accepting a diagnosis of 
schizophrenia and depression. A number of cross-sectional studies have suggested 
a positive relationship between insight and depression (eg Rathod et a.I, 2005). 
However a prospective study considering the interaction between paranoia, insight 
and depression overtime by Drake et al, suggested that although insight predicts 
depression initially, over time it is the level of paranoia that predicts depression 
(cited in Watson et a/., 2006). Given that maintenance processes are a key target 
for intervention, this lack of clarity is a concern. As a clinician, would I work with a 
client to reduce safety behaviours, in the expectation that that will impact on 
paranoia levels or reduce distress, or on challenging cognitions, in the expectation 
that distress and avoidance will be lowered? Or are illness appraisals and self­
esteem more important arenas?
I am curious about the way in which these models might accommodate cultural 
diversity, which I have not found specifically addressed in the persecutory ideas 
literature. In a study with a number of limitations, Karlsden et al. (2005) found that 
having reported racial abuse or assault in the last year was correlated with a 
doubling or tripling of the likelihood of reporting psychotic symptoms. Is it possible 
that the expressed emotion concept, in which higher levels of criticism, hostility and 
over-involvement within families is predictive of relapse, could have a societal form 
in the discrimination experienced by ethnic minorities?
4. Putting the models Into practice: evidence for effectiveness
Treating persecutory ideas as meaningful, related in a systematic way to behaviour 
and levels of distress, suggests that they will be amenable to Cognitive Behavioural 
approaches. Seeing them as meaningfully related to peoples’ social context and 
environment, opens the way to systemic interventions. In the section below, I 
examine the evidence for effective psychological treatments based upon those two 
approaches. This evidence is based on working with paranoia in the strong form of 
persecutory delusions, where anxiety about intended harm is expressed as 
unevidenced fixed beliefs about individuals or groups conspiring against the
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individual. Treatment effects for persecutory delusions have not been identified 
separately, but as part of the overall picture for results with the positive symptoms of 
schizophrenia, which include delusions and hallucinations.
Cognitive Behavioural Therapy for Psychosis (CBTp)
There have now been enough robust trials of CBTp for a number of meta-analyses 
of their efficacy to have been carried out. Reviews have shown varying degrees of 
optimism about the results, from the enthusiastic endorsement of Turkington at a i 
(2006a) to more guarded support from Pilling et al. (2002). Tarder and Wykes 
reviewed 20 randomised controlled trials (2004). They demonstrated an inverse 
correlation between the robustness of the study and the effect size claimed, with the 
least robust studies showed the largest effects and vice versa. Masking of the 
treatment option from the assessor was particularly influential, with effect sizes from 
unblinded studies showing double the effect size of blinded ones. The overall 
message is that CBTp produces a moderate effect size in improving improving 
positive symptoms compared to standard care.
There is also a large degree of consensus about the components of a CBTp 
approach to positive symptoms, based on a stress vulnerability model, with a 
specific focus on collaborating with clients on the evidence for and against 
delusions. Bringing these beliefs into focus, and reaching the stage of behavioural 
experiments to test out their validity, is likely to bring greater benefits that cognitive 
challenge alone. Normalising explanations, for example of cognitive biases, or the 
presence of paranoid thoughts in the population as a whole, have been found to be 
helpful (Fowler et ai, 1995/ A similar approach has been described by Kingdon 
(1998), Chadwick et al f1996j and, in very accessible form, Judy Nelson. The latter 
is particularly helpful with the practicalities of trying to reduce client anxiety and 
improve compliance: flexibility about appointment times, locations and duration; 
‘over-signalling’ friendly behaviours; readily retreating if lines of approach cause 
strong anxiety.
However, the evidence for any one ‘active ingredient’ in therapy is limited (Tarrier & 
Wykes, 2004), and there is a sense in which the principal benefit of the CBTp
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manualised programme is to the therapist: it gives structure and focus to 
collaborative work that might otherwise seem chaotic and directionless. Chadwick et 
al. (2003) have suggested that the formulation, that professional loadstone for 
psychologists, may operate in this way. Their small sample study of the impact of 
the formulation process on client and therapist perception of the therapeutic 
alliance, suggested that formulation had more impact upon the therapist perception, 
and relatively little impact on that of the client (Chadwick et al., 2003). Manualised 
approaches also make it possible for less experienced therapists to work with clients 
with psychosis on a predictable path, without feeling completely out of their depth. In 
particular, it provides guidance over the tricky issue of whether talking with clients 
about their delusions reinforces them, which remains a concern for many mental 
health staff (Kingdon, 1998).
Too great a claim for the CBTp approach must be moderated by the difficulty in 
distinguishing outcomes from those with supportive counselling or other non-specific 
psychological approaches. For example, one large sample, well designed study 
compared the respective impacts of treatment as usual (TAU) with TAU and CBT or 
TAD and supportive counselling for acutely ill patients with recently diagnosed 
schizophrenia (Tarrier et al., 2004). There were 309 participants, of whom 225 were 
followed up at 18 months. One indicator of robustness is the successful masking of 
the treatment option for assessors, who scored no better than chance in estimating 
the right option. The quality and fidelity of CBT and supportive counselling were also 
independently rated. The results suggested significant benefits for CBT and 
supportive counselling over TAU in terms of symptom reduction, but not for relapse 
or re-hospitalisation. No clear superiority of CBT over supportive counselling was 
demonstrated, although the additional benefit for CBT in reducing auditory 
hallucinations was close to significance. The trial took place at 3 centres, and 
showed significant variation between centres, suggesting that patient and/or 
therapist characteristics were also significant in determining outcomes.
Key elements of psychological treatments -  warmth, empathetic listening -  in 
combination with client expectation of benefit (the placebo effect) may make a 
considerable contribution. Emotional warmth, for a group of clients with a high 
degree of sensitivity to their emotional environment, may also play an important role 
(Tarrier & Wykes, 2004). I think that these findings are an important reminder to the
17
practitioner that the technical aspects of the CBTp approach must not overwhelm 
the need for therapeutic collaboration. I found the description by Kingdon (1998) of 
working with a client with strong delusions of royal connections particularly helpful. 
Finding that examining the evidence for and against the delusion was only 
reinforcing the delusion in a more elaborate way, Kingdon worked instead on the 
meaning of the delusion, which linked to the clients’ desire to be treated more 
respectfully by her family. Family relationships became a positive focus for further 
work. This vignette struck me in two ways, revealing the humanity beneath the 
(daunting) carapace of delusional belief, and the route back to a productive 
collaboration.
One limitation of the trials reported to date is that they draw upon manualised 
approaches to CBTp that are now somewhat dated, based upon models of 
persecutory ideas and other positive symptoms from the early 1990s and before.
We have yet to see whether the newer models of paranoia will generate intervention 
targets that will be more productive and increase effect sizes. The work by Freeman 
and colleagues on safety behaviours is likely to extent the range of treatment targets 
(Freeman et al., 2007). Equally the role of illness perceptions, with its strong 
associations with emotional responses and medication attitudes, could generate a 
specific treatment focus on the appraisal of need for treatment (Watson et al., 2006).
There are questions about the acceptability of CBTp approaches to people from 
minority ethnic groups. Rathod et al. (2005) reported poorer outcomes and a much 
higher dropout rate for African-Carribean and Black African participants in a trial of 
insight-focussed CBT, 60% and 50% respectively, compared to 20% for the trial 
overall. Working out approaches that are more acceptable and effective with 
minority groups needs to be a key goal.
Family Therapy (FT)
Family work in schizophrenia is based upon the concept of expressed emotion (EE), 
first developed in the 1950s and 1960s by George Brown and Michael Rutter.
People in families with high levels of criticism, hostility and emotional 
overinvolvement have been demonstrated to be much more prone to relapse. Over
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a 9 month period, the rate of relapse for people in high EE families is 2.5 times that 
of people in low EE families (Kuipers, 2006). In FT for schizophrenia, therapists 
work with whole families, delivering a combination of psycho-education, new 
problem-solving skills, reappraisal of current problems and ways of dealing with the 
emotions of grief and loss that can come with having a family member being 
diagnosed as psychotic. A meta-analysis by Pilling et al. (2002) found evidence that 
this approach reduced relapse and readmission and increased compliance with 
medication. These conclusions were supported by the meta-analysis behind the 
NICE guidelines on schizophrenia (NICE, 2003). The Pilling et al. analysis uses the 
refreshingly approachable Numbers Needed to Treat (NNT) formulation, a measure 
of how many interventions would be required to avoid one negative outcome. For 
relapse. Pilling et al. calculate that a mean of 6-8 family interventions would be 
needed to avoid one relapse, compared to TAU (2002). This compares favourably to 
a mean of 12-17 CBT interventions to achieve the same goal.
The FI approach also encourages interventions that build upon the strengths of 
minority ethnic cultures, particularly those that emphasize family cohesion and 
spiritual values. Weisman et al. have proposed a culturally informed therapy model 
comprising of modules around family collectivism, education, spiritual coping, 
communication and problem-solving more geared around the attributes of traditional 
family-centred cultures from Asia and Latin American (2006). I think that this is a 
helpful contrast to the agentic individual focus of CBT approaches.
Despite the evidence base and NICE recommendations, it has proved difficult to 
introduce FI for psychosis on a widespread basis in the UK, and there are many 
barriers to widespread introduction (Fadden, 2006).
5. Applying these treatment models in practice
In my clinical experience, teams find working with clients with persecutory ideas 
difficult and frequently unrewarding. This is particularly the case with clients with an 
ongoing suspicious disposition, where mental health professionals can feel equally 
wary, constantly criticised, and anticipate complaints. My current clinical team has 
the experience of several clients moving between teams requesting second
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opinions, with what feels like a repeated cycle of high hopes, inevitable breakdown 
of relationships and resulting complaint.
A challenge for teams is not to develop a negative and punishing mindset towards 
such clients, and to retain the capacity to reflect on why particular clients are 
experienced as ‘difficult’, and to explore different ways of working. The expressed 
emotion concept provides a clear warning about the potential impact of negative 
relationships between care managers and clients. Tattan and Tarrier have 
demonstrated poorer outcomes for clients whose relationship with their care 
manager is high in expressed emotion (2000). One local strategy is to alternate care 
co-ordinators on a regular basis to avoid ‘burnout’, though this can undermine the 
establishment of rapport.
Team members have found that helping clients to challenge their suspicious 
cognitions can be helpful. A common experience is that even very paranoid people 
can trust some people and have good relationships, providing the vital ‘exceptions’ 
in discussion. Colleagues have also described the apparent role of safety 
behaviours in maintaining client’s delusions. One colleague described a man who 
believed that a neighbour was trying to aggravate him by making loud noises at 
night. His response was to be as silent as possible in his own flat, for example 
taking his washing to a laundrette to avoid noise; not flushing his toilet after early 
evening. His attempts not to provoke his neighbour meant that that was no evidence 
to disconfirm his belief that his neighbour would response aggressively and loudly to 
any sound from his flat.
Importantly for working clinicians, a number of studies have also suggested that 
CBT for delusions can be effectively incorporated into routine clinical practice, and is 
not the sole preserve of well funded research studies (Jakes et a!., 1999; Turkington 
et al., 2006b).
Sensitivity to risk is also important for teams in working with clients with persecutory 
ideas, both in terms of potential violence and suicide risk.
There is evidence that persecutory ideas are associated with a greater risk of 
violence in specific instances. An overview by Scott et al. (2006) heightened
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suspiciousness is associated with greater violence, as is a tendency to act upon 
beliefs in general, when beliefs are associated with anger, unhappiness, fright or 
anxiety. Hawton et a!., in a systematic review of risk factors for suicide in people 
with schizophrenia, report two studies in which paranoid ideation, or suspiciousness, 
are associated with higher suicide risk (2005). Team protocols around home visiting 
and responding to changes in the client’s levels of anxiety or depression need to be 
given close attention.
6. Conclusion
In this essay I have reviewed contemporary models of persecutory ideas and 
confirmed that concepts of meaning and function are highly relevant. To some 
extent the idea of meaning in persecutory delusions is a fault-line, separating neuro­
psychiatrie approaches that would treat delusions as essentially meaningless 
symptoms from cognitive approaches in which they can be seen as a 
comprehensible reaction to distress and the environment, albeit mediated by 
distorted information processing. Responding to the fear in people with paranoia is 
also important, because it links to family interventions designed to reduce the 
emotional temperature of families with a paranoid member. The persecutory 
delusions as threat belief framework is one in which I can place my own experience, 
described in the opening story:
Heightened Trigger Delusion Safety Fear
threat ___ ^ Clinical ‘coiiusion behaviour and
awareness tutors to kick Avoidance  — ► hyper-
num ber me o ff (prevents vigiiance
the disconfirmation
course ’ o f threat)
Figure 3: Everyday paranoia
The attraction of these approaches to me as an applied practitioner are that working 
with the grain of somebody’s beliefs offers a way of making a meaningful 
therapeutic relationship, whereas I struggle with the prospect of empathising with 
clients whose preoccupations are the random product of chemical imbalances and 
cognitive biases.
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I would also accept, however, that the attraction of these models is not just evidence 
of efficacy, but that they offer a structured way of working with clients who I would 
otherwise find daunting. In a broader context, they also offer a psychological 
construction of psychotic disorders, that central site for the professional struggle 
between biological and psychological paradigms of mental health.
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Introduction
This essay examines the use of National Institute for Health and Clinical Excellence 
(NICE) guidelines in the commissioning of mental health services. Commissioning is 
‘the means by which we [the NHS] secure the best value for patients and taxpayers' 
(Department of Health, 2006, p.3). ‘Best value’ is defined as having three 
components: the best health outcomes, including reduced health inequalities, and 
the best healthcare, both constrained only by needing to work ‘within the resources 
made available by the taxpayer’ (Department of Health, 2006, p.3). There would 
seem to be a good fit between this desire to secure the best outcomes and the goal 
of NICE guidelines as ‘systematically developed statements’ intended ‘to help 
healthcare professionals and patients make the right decisions about healthcare in 
specific clinical circumstances’ in order to secure best outcomes (NICE, 2003, p5).
In practice, despite their apparently complementary aims, there is not a good fit 
between the commissioning task and the guidelines produced by NICE. I will 
describe this mismatch, and argue that it is partly inherent in the nature of evidence- 
based guidelines, and partly the result of weaknesses elsewhere in the health 
system. Moreover, I will provide evidence that guidelines are not easy to implement, 
and that there is no clear consensus on how implementation difficulties can be 
overcome. Perhaps more importantly, the evidence that implementing guidelines 
actually improves outcomes is itself equivocal. However, despite these limitations, I 
will also argue that the alternatives to commissioning based on evidence-based 
guidelines are not attractive.
I have had a relationship with NICE guidelines both as a clinician and a manager. I 
have been impressed by the scope and ambition of the project represented by 
NICE. Its attempts to press vast volumes of clinical evidence into a manageable 
series of guidelines has something of the grandeur of an ancient heroic task, like 
Ptolemy’s determination to capture all known writings in the library at Alexandria. 
This huge empiricist task -  that knowledge can be collected, sifted, weighed, 
communicated and adopted nationwide -  fits well with the whole rationalist structure
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of the post-NHS plan National Health Service (Department of Health, 2000). In order 
to promote the best health outcomes and reduce unjustifiable variation in quality of 
care, standards would be set nationally and delivered locally. Best clinical practice 
would be collected in NICE guidelines; best service configurations captured in 
National Service Frameworks (Rawlins, 1999); local organisations reshaped as 
clinical governance vehicles to implement and monitor these national policies 
(Kendall et al., 2004^. Perhaps most importantly, mental health would no longer be 
at the back of the queue: the first National Service Framework was for mental health 
(Department of Health, 1999); the first national guideline on the diagnosis and 
management of schizophrenia (NICE, 2002). In this essay, I do not attempt an 
epistemological challenge to the utilitarian premises behind the NICE guidelines: 
instead, in a spirit of managerial pragmatism, I am concerned with whether they 
work.
NICE guidelines and mental health
By December 2007, NICE had published 57 clinical guidelines, of which the14 listed 
in table 1 were directed principally at mental health commissioners and services.
Reference Guideline Date
CGI Schizophrenia Dec 2002
CG9 Eating disorders Jan 2004
CG16 Self-harm July 2004
CG22 Depression Dec 2004
CG23 Anxiety Dec 2004
CG25 Violence Feb 2005
CG26 Post-traumatic stress disorder (PTSD) Mar 2005
CG31 Depression in Children and Young Sep 2005
CG31 People
Obsessive-compulsive disorder
Nov 2005
CG38 Bipolar disorder Jul 2006
CG42 Dementia Nov 2006
CG45 Antenatal and postnatal mental health Feb 2007
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CG51 Drug misuse: psychosocial Jul 2007
CG52 interventions Jul 2007
Drug misuse: opioid detoxification
Table 1: NICE Clinical Guidelines on mental health and behavioural topics (NICE, 
2007)
A further 13 Clinical Guidelines on mental health and behavioural topics are under 
development, four focussing particularly on mental health issues for children and 
young people (NICE, 2007). Each piece of guidance represents far reaching 
changes in the organisation and delivery of care. Whilst the focus on mental health 
is very welcome, this weight of guidance represents a serious challenge to the 
commissioning and service development resources of mental health organisations.
It is also worth noting that over the period of this guidance health service 
organisations were also coping with significant structural change, the merger of 
strategic health authorities and PCTs through Shifting the Balance of Power 
(Department of Health, 2001b). Evidence from studies of merged organisations 
suggests that capacity to deliver innovation is significantly impacted by structural 
change, with delays in resuming change programmes of around 18 months cited 
(Fulop et al., 2002). If the major financial crisis of 2005-2007 is also recalled, 
managerial and clinical capacity to deliver the guidance becomes a major constraint.
Goodness of fit: diagnosis based guidelines and service commissioning
NICE guidelines represent a systematic sifting and evaluation of relevant evidence, 
the development process of which is itself subject to stringent international guidance 
(Kendall et al., 2005). The logic is that following the guidance in any given situation 
will produce the best outcomes. The guidelines tell a clinician what they should do, 
but rather less about how to do it. So a recommendation that a particular form of 
psychological therapy is appropriate for a particular condition does not specify how 
that therapy should be delivered. Parry et al. (2003) point out that this is likely to 
make the guidelines more useful to generalists such as General Practitioners and 
general physicians, than to specialists like such as surgeons or clinical 
psychologists. As they note, the scandal of poor performance in paediatric heart
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surgery at Bristol, a major driver for the creation of NICE, was a failure of quality of 
execution rather than of choice of intervention (Parry et ai, 2003).
Central to the project of organising evidence for professional use is the decision to 
organise the guidance around diagnostic categories. The logic comes from general 
medicine and surgery but this kind of categorisation may work less well for mental 
health. It has been argued that the widespread presence of co-morbidity, the 
dubious nature of the clusters of symptoms and their tenuous relationship to any 
underlying morbidity invalidate diagnostic categories for mental health (Boyle,
2007). In practical terms, this means that the NICE evidence collection privileges 
evidence based around groupings that may have limited ecological validity, and may 
translate poorly to clinical practice. They may also exclude evidence that deals with 
less specified diagnostic categories but is still valuable. For example, in the NICE 
guidelines for ‘Depression in Children and Young People’ (NICE, 2005), evidence 
relating to co-morbid patient groups is largely excluded, restricting the available 
evidence and leading to the downgrading of important treatment options and the 
privileging of others (McCardle, 2007).
A critical question in evaluating the value of NICE guidelines in the commissioning 
or development of services is the fit between the scope and content of the 
guidelines and the commissioning role. This focus on diagnostic categories pitches 
the guidelines at a level of detail at which commissioners may struggle to operate, 
that of individual treatment decisions. My personal experience of commissioning is 
that I would rarely argue with clinicians about the treatment of individual patients, 
recognising their authority in that arena (possible exceptions to this general rule 
would be discussions following individual complaints, or when clinicians were 
applying for high cost treatments for individuals). Discussions would much more 
usually be about the configuration and organisation of services and their resourcing 
(Flow many beds? Where? What profile of community teams?) In this debate, I 
found the National Service Framework for Mental Flealth (Department of Flealth, 
1999) and the Policy Implementation Guide for Mental Flealth (Department of 
Flealth, 2001a) guidance much more effective commissioning aids, as they were 
pitched at a whole service level. I found that for a period of time the mental health 
community -  commissioners, service managers, clinicians, carers and service users
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-  had a shared goal in terms of how services would look, even if resources 
continued to be disputed. The National Service Framework began to run out of 
steam when, once we had assembled the mandatory teams, it struggled to describe 
what these teams would collectively produce in terms of patient outcomes. The 
NICE guidelines do contribute here, in terms of setting out the processes that would 
deliver the best outcomes, but commissioners and providers generally lack the 
information to be able to assess delivery (Lelliott, 2003).
Turning from structural fit to the commissioning role, NICE guidelines provide an 
important redress to the information imbalance that characterises the health market. 
Commissioners operate as a counter-balance to service providers within a managed 
healthcare market. A key requirement for the efficient operation of markets is 
equality of information between buyer and seller (Figlewski, 1978). Without this 
equality, buyer’s capacity to assess true value, and weigh up risk is compromised.
In mental health the balance of knowledge has lain with providers, perhaps more so 
than in other health markets, given that commissioners of mental health are often 
from a non-clinical background. NICE guidance provide an important redress, and 
potentially allow commissioners to confidently argue that they have a clear 
understanding of the processes that deliver best outcomes. Flowever, this is best 
translated into action -  commissioning some interventions, decommissioning others
-  if the guidance remains clear and simple. As things become more complex -  
particularly as providers argue for exceptions to guidance -  then the balance of 
advantage tilts to the provider and clinician.
NICE guidelines also contribute to the commissioning goal of securing best value. 
One of NICE’S key responsibilities is to assess the cost-effectiveness of the 
interventions that it reviews. It does this by a cost benefit methodology that 
compares the cost and value of a given intervention against other interventions and 
also against a notional standard of value for a quality adjusted life year. This has 
given rise to ongoing disputes about whether NICE truly assess cost benefit, which 
as an important issue for commissioners for whom the opportunity cost of a given 
investment is a key concern. Harris, for example, argues that because NICE is 
unable to compare the cost benefit of a funded intervention against all other 
possible unfunded interventions at a given time that it cannot claim to be truly
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establishing cost-effectiveness (Harris, 2006). Whilst this argument can often seen 
as esoteric, there is an important point that in order to invest in NICE approved 
technologies, health communities have to disinvest from, or deny additional 
investment to, health interventions whose efficacy has not yet been assessed by 
NICE, and may therefore conceivably be of greater benefit. Essentially investment 
decisions are determined nationally, whilst disinvestments is a local determination 
(Walker et al., 2007). Some areas may never provide the sort of high profile or 
evidence base that might attract NICE assessment, for example learning disability 
services, and may therefore always be at risk of disinvestment (Dent & Sadler,
2002). For all of the usefulness of NICE guidelines in specific areas, it may not be 
helpful with the critical commissioning task of selecting between different investment 
priorities, a point confirmed in a survey of Directors of Public Health about the 
benefits of NICE technology appraisals (Davies & Littlejohns, 2002). This raises 
questions about the extent to which NICE guidelines assist with the core 
commissioning task of managing within available resources.
Guideline process and content
The volume of NICE mental health guidance prohibits any detailed assessment of 
the accuracy of its content in this essay, and I want instead to make some brief 
points about the process of constructing the Clinical Practice Guidelines (CPGs) and 
the ranking of evidence within them.
Independent reviews of the process of evidence gathering and evaluation by NICE 
have largely been complementary, including those by the House of Commons 
Health Committee and independent academics (Raftery, 2006). In 2003 the World 
Health Organisation (WHO) reviewed and endorsed its processes in relation to 
technology appraisals (WHO, 2003). NICE has demonstrated a capacity to respond 
to criticism of its processes, and has an appeals process for discontented 
stakeholders to challenge specific guidance. This has frequently been used: of 86 
pieces of NICE guidance between 1999 and 2005, nearly one third were subject to 
appeal, though only four resulted in reappraisal (Raftery, 2006).
NICE have gone to considerable effort to ensure that user and carer voices are 
heard in the creation of the guidelines. The schizophrenia group, for example.
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included a range of user and carer representatives (NICE, 2002). One indication 
that the assessment of evidence and creation of guidelines is not entirely an 
empirical project -  the rational assessment of pre-existing knowledge -  is how the 
focus and content of guidance is impacted by review group membership (Kendall et 
al., 2005). In some guideline productions these different perspectives have been 
drawn in at a very early stage. For example, carers were involved in drawing up the 
search strategy for the joint NICE and Social Care Institute for Excellence guidelines 
on Dementia, and promoted the wider use of material more directly rooted in the 
experiences of people with dementia and their carers (Moriarty et al., 2007).
In some contexts, NICE’S favouring of large scale randomised controlled trials and 
meta-analyses over clinical judgement in its ranking of evidence reduces the value 
of the content. The ranking seems appropriate for interventions for which substantial 
trials with large numbers of participants have taken place, but may be less robust 
when there are fewer trials and smaller participant numbers. NICE 
recommendations may not reflect this difference in the scale and robustness of the 
evidence base: the guideline on Depression in Children and Young People is 
couched in similarly authoritative terms when it is based upon studies that included 
72 psychotherapy subjects as its technology appraisal of anti-angina agents. The 
evidence in the latter guidelines is derived from trials involving 12,562 participants 
(McArdle, 2007). As noted above, there is a danger here of an ongoing process of 
simplification and summarisation that ends up, in the pragmatic hands of a 
commissioner, in a simplified dictât that rests on a slim evidence base and does little 
justice to the complexity of real-life service delivery.
A further content limitation of the NICE guidelines is in supplying information that will 
help with the commissioning task of reducing inequalities. Largely because of gaps 
in the evidence base, NICE is able to offer little in terms of guiding interventions that 
have particular efficacy for minority ethnic and other marginalised groups. Although 
the guidelines acknowledge this limitation, for example noting the different cultural 
constructions of low mood in the ‘Depression in Children and Young People’ 
guidelines they do not provide evidence of tailored interventions (NICE, 2005). As a 
commissioner struggling with the implementation of the action plan for Delivering 
Race Equality (Department of Health, 2005) I found the absence of identified
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interventions or staffing requirements unhelpful. As a psychologist, my responses to 
NICE guidelines are mixed. I am pleased to see that psychological therapies, 
particularly Cognitive Behavioural Therapies, have generally been strongly rated 
and take an important role alongside pharmacological interventions in the treatment 
recommendations. However, this sense of equivalence to drug therapies has raised 
fears that the strong evidence for common factors that underlie treatment 
effectiveness in all psychotherapies, such as empathy and the therapeutic alliance, 
is being disregarded in favour of more marginal evidence about the differential 
impact of specific therapy types (Norcross, 2002). The drug metaphor for 
psychological therapies is itself a discredited one (Stiles & Shapiro, 1994). Some 
specific risks that are apparent to me as a practitioner from commissioning inflexibly 
from NICE guidelines would be:
• Not recognising the limited resources generally available within mental health 
services, and therefore underestimating the significant impact on current 
service delivery of refocusing priorities on new targets. This is particularly an 
issue as NICE guidelines have been generally stronger on new requirements 
than identifying interventions that can be ceased (this has now become an 
organisational focus, NICE, 2006)
• Not recognising the extent to which patient differences (in terms of choice, 
co-morbidity, capacity) may affect choice and delivery of intervention
Does it work in practice?
For evidence-based medicine, complex as the sifting of the research is, the 
challenge of implementation is usually greater than that of coming up with right 
recommendations. I want to look at the practicality of the guidance in two ways: 
whether the guidance lends itself to effective implementation, and whether 
implementation has a positive effect upon treatment outcomes.
Can it be implemented?
For guidance to be effectively implemented, it is not enough that it is technically 
correct. Implementation depends upon characteristics of the guidance and also of
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the implementation process and organisations. In their national evaluation of the 
implementation of NICE guidance, Sheldon et al. identified a number of features of 
organisations that successfully implement the guidance, reproduced in table 1 
(2004).
Features of organisations that have high compiiance 
with NICE guidelines
1. Commitment to managing process of implementing guidance
2. Identification of lead clinician at point of NICE announcement of topic 
for review
3. Proactive assessment of local costs and implications of assessment
4. Responsibility for funding and implementation vested in locality-wide 
group
5. Strong clinical governance function appropriately resourced
6. Culture of consensus
7. Recognition of legitimacy of NICE
8. Involvement of clinicians in guideline process
9. Financial stability
10. Expectation that compliance is mandatory, subject to identification of 
funding
11.Targeted audit of areas of non-compliance
Table 1. Organisational features supporting NICE guideline implementation (from 
Seldon et al., 2004).
Despite a number of systematic reviews of implementation evidence, including 
Grimshaw et al.’s extensive review for the Health Technology Assessment (2004) 
there is little consensus about the best methods of implementation. There has also 
been limited use of psychological theory in explanations of implementation difficulty 
(Michie etal., 2007). Rather than being seen as a single decision point, guideline 
adoption needs to be seen as a complex, multi-layered process (Hader et al., 2007). 
A novel development, reported by Michie et al. (2007) is the synthesis of existing 
implementation theories into a series of domains that are then the subject of a 
structured questionnaire, the Theory Based Implementation Interview. Some of the
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12 domains would be anticipated -  ‘knowledge’, ‘skills’, ‘environmental resources’ -  
but others draw on a broader conception of implementation, such as ‘emotion’, 
‘professional role’ and ‘consequences’. Michie ef a/.s’ reported pilot study, of 
barriers to introducing family interventions for psychosis in a sample of community 
mental health teams, is unsatisfactorily small and the findings difficult to interpret. 
Nonetheless, this tool seems to offer the potential to develop a more nuanced 
understanding of implementation barriers before a specific guideline programme, 
and to tailor implementation support interventions appropriately.
Studies of the extent to which NICE guidance has influenced service delivery have 
produced mixed results. Looking at the impact of NICE guidance on choice of hip 
replacement prosthesis, which seems like a straightforwardly technical piece of 
advice, Roberts et a i, found that in Trent region and Wales, in contradiction to the 
NICE recommendations, use of uncemented and hybrid prostheses had more than 
doubled in proportion and volume. The study concluded that the guidelines had had 
little impact on clinical practice (Roberts etal., 2007). Sheldon etal., reviewing 
implementation of 12 pieces of NICE guidance, concluded that some practice had 
significantly changed, particularly in relation to prescribing, whilst in other areas 
there had been little or no change (2004).
NICE have been sensitive to the charge that its guidance may not be routinely 
incorporated into clinical practice, and produced a variety of organisational supports. 
For example, the supporting literature produced by NICE for the guideline 
‘Depression in children in young people’ (NICE, 2005) includes, in addition to a 
range of clinical publications of increasing comprehensiveness, implementation 
advice, a costing template, presenter slides and a cost impact report (all NICE, 
2005). The cost-impact report includes a useful tool for local commissioners and 
providers to assess the local costs of implementation. In addition to these technical 
supports, NICE has also increased organisational incentives by incorporating 
implementation of guidance to the assessment of trusts under the national 
inspection regime of the Flealthcare Commission (Rawlins & Dillon, 2005). 
Implementation of technology appraisals also became mandatory for NHS 
organisations in 2003 (DoH, 2003).
If it is implemented, does it make a difference?
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NICE is interested in the extent to which its guidance is implemented and under the 
ERNIE programme (Evaluation and review of NICE implementation evidence) it 
collates independent assessments of implementation. It reports, for example that 
two of four collated studies on the implementation of the schizophrenia guideline 
were assessed as showing that practice was in line with guidance (NICE, 2008). 
Systematic reviews, described below, give a similarly mixed picture of the impact of 
guidelines in the mental health field. Moreover, improved adherence to treatment 
processes is only the first stage of successful implementation: if evidence based 
guidelines are to deliver on their promise of better outcomes, then the results as well 
as the processes of care need to improve. NICE seems to be less focussed on this 
next step, and its audit recommendations on specific guidelines are geared to test 
guideline adherence rather than resulting treatment outcomes. As with adherence, 
systematic reviews provide no clear evidence that improvements in outcomes are 
achieved.
There are some suggestions in the guidance review literature that it is harder to 
secure good adherence to guidelines in mental health than in other areas (Bauer, 
2002). This may relate to a number of factors, including evidence that adherence 
worsens as guidelines get more complex (Parry et al., 2003). Two systematic 
reviews of the impact of mental health guideline implementation suggested that in 
terms of provider adherence, a minority of studies show improvements and the 
effect size recorded is generally modest (Bauer, 2002; Weinmann et al., 2007).
More complex implementation programmes, involving marketing techniques, 
academic detailing, audit and feedback and psychological approaches were 
associated with positive impacts on adherence. The gains were frequently not 
sustained, with adherence dropping to previous levels once active implementation of 
the guideline ceased (Bauer, 2002).
Moreover, there is not a clear relationship between guideline adherence and 
improved outcomes, with evidence on the connection showing mixed results.
Positive effects were again seen in a minority of studies, and these were modest in 
size and tended to be short-lived in duration (Bauer, 2002; Weinmann et al., 2007). 
Only in one study, of the implementation of a depression treatment guideline in
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Texas, were substantial self-rated and physician-rated gains maintained at three 
months (Trivedi et al., 2004). A novel feature of the implementation strategy of this 
guideline was the inclusion of a patient and family education programme (Trivedi et 
al., 2004).Given the widespread literature on the value of family interventions for 
mental health problems, this may have contributed independently of guideline 
adherence to the positive impact of the programme. Whether or not this is the case, 
there is an apparent relationship between intensive, and costly, guideline 
implementation support programmes and positive provider adherence and patient 
outcomes. These additional costs, on top of the costs of service changes or 
additions, are not included within the cost-impact assessments made by NICE and 
highly challenging to apply on a national basis rather than in the confines of a trial.
The implications of these findings are that there is not currently strong evidence to 
support the chain of connections between guideline dissemination, clinical 
adherence and improved outcomes. Where adherence is achieved and outcomes 
improved, this requires a level of implementation support that goes beyond that 
currently envisaged, and would require a significant redirection of clinical and 
managerial capacity to achieve.
Conclusion -  what are the alternatives?
This review of NICE clinical guidelines and their use as a basis for commissioning 
mental health services has produced some equivocal findings. NICE guidelines are 
robustly constructed, with no grievous flaws in the representation of stakeholders or 
the compilation of evidence. They connect well with the commissioning goal of 
improving patient outcomes, but at a structural level the fit between guidelines and 
commissioning is not ideal, with guidelines being pitched at a level of detail that is 
difficult to accommodate within commissioning, and the information base for 
monitoring compliance under developed. Implementation is complex and resource­
intensive, and, perhaps most surprisingly, it is not established that adherence to 
guidelines necessarily improves patient outcomes.
It is perhaps instructive to consider the alternative: not drawing on the evidence 
base, leaving managers to sift the evidence is all of its contradiction or complexity.
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or relying solely upon the guidance of local clinicians. The problems of the first two 
options are manifest, but what is so wrong with relying on local clinicians? The fear 
here is of limited competence, vested interest, and unwillingness to change.
Perhaps more frighteningly for commissioners, it is generally possible to achieve 
some consensus with local clinicians about where investment is needed, but rather 
harder to get a mandate for disinvestment. In these circumstances an impartial 
sifting of the evidence base, particularly if it definitively rejects some approaches, is 
very welcome.
An insight into the alternative is given in a detailed review of NICE’S decision­
making processes around drug treatment for Alzheimer’s Disease (lliffe, 2007). After 
a balanced and closely-reasoned account of the decision to withdraw approval for 
cholinesterase inhibitors and an NMDA receptor antagonist, subsequent appeals 
and revision of the guidance, lliffe then lists ‘nine possible consequences of a 
decision to discontinue’. The consequences identified range from the relatively 
modest -  cost-shifting and incoherent policy -  to the apocryphal -  undermining 
service development and the pharmaceutical industry. It is my view that lliffe’s 
argument that restriction of treatment could only be made on social policy grounds is 
untenable in a cash limited service to which a consideration of cost benefit and 
opportunity cost seem the only defensible response. I believe lliffe’s account to be 
little more than sophisticated shroud-waving, against which NICE guidelines provide 
a degree of assurance.
Despite the difficulties of implementation, and the sometimes poor match between 
commissioning and management tasks and capacities and CPGs, the NICE 
guidelines do represent a thoughtful and robust effort to bring the best evidence to 
bear on mental health service delivery in a way that is intended to deliver the best 
outcomes for patients. Adopted with flexibility and imagination, with due respect for 
clinical judgement and patient choice, they may improve health care. Perhaps we 
need to approach the guidelines in the way recommended by a member of the 
Schizophrenia Guidelines Group, who calls on health communities to approach the 
guidelines in the spirit in which they recommend the approach to managing 
schizophrenia, ‘a spirit of hope and optimism’. (Rowlands, 2004, p.404).
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Problem Based Learning Reflective Account
(Pseudonyms are used for group member names throughout)
The following text is a reflective account of my experience of participating in a 
problem based learning exercise within a personal and professional learning 
discussion group (PLD). It is based upon a reflective journal that I kept throughout 
the process and on my subsequent thoughts and clinical experience on placement. I 
focus on two aspects of the experience: the process of group development, viewed 
through the prism of ‘group cohesiveness’ and secondly the way in which my view of 
the topic under discussion -  change -  has been modified in the light of clinical 
experience over the last few months.
The process of group development
Being in a group felt familiar to me, both from previous training events and from the 
working groups and meetings that were such a large component of my prior working 
life. I was keen for this to be a different experience, and to be an ‘ordinary’ group 
member, not the facilitator or leader as I had often been before. I avoided 
volunteering or being nominated for the chair role by opting to be the group scribe. 
Although this relieved some of the pressure of group membership, it also made it 
more difficult for me to manage my anxiety about completing the task adequately by 
reducing my authority to shape discussions. It also created significant pressure for 
the less experienced group member who did take on the task of chairing. I felt that I 
played the team member role well -  I did my minutes promptly, completed the 
agreed tasks, and made a number of pro-social gestures, for example bringing 
home-made toffee and making coffee. Nonetheless, this was not entirely a 
comfortable experience: a more typical group role for me would be, under Belbin’s 
characterisation of team roles, that of a shaper, providing a degree of challenge and 
drive (Belbin, 1993). As deadlines loomed I found myself moving into this position. It 
was, however, useful preparation for my role within a community mental health team 
(CMHT), as a transient team member, not at the table for discussions about 
changing team configurations or other significant changes.
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As we worked together on the change task, I was conscious of the expectation that 
the PLD would be an important source of support and learning during the whole 
training programme: that we would be together for three years. Expectations were 
built up by the lecturers and students from other years. Although the purpose of the 
group was not therapy, my expectations were not too different from those of 
somebody entering a therapy group: that I would be tested and changed by the 
experience, that I would make strong relationships with group members that would 
have lasting value. The role of the facilitator also had something of the duality of the 
therapist role in group therapy: both a group member and an authority figure with 
access to a possible range of sanctions. Certainly I perceived the facilitator as a 
powerful figure, and was conscious of some occasions of avoiding eye contact with 
him but also of addressing him though nominally talking to the group.
An important concept in group therapy is that of group cohesiveness, and I think that 
it relevant here because of our explicit struggles as a group with vulnerability, 
disclosure and commitment. Yalom defines group cohesiveness as “warmth, 
comfort, sense of belonging” (Yalom & Lescz, 2005, p55) and argues that it is the 
group equivalent of the therapeutic alliance. He describes it as a necessary, though 
not sufficient, pre-requisite for therapeutic work within a group. Similarly, within the 
PLD, a degree of trust and ease was necessary to be able to expose vulnerabilities 
and to learn. This sense of trust and mutual value could be built up in a number of 
ways: by disclosure, and the response to it; by taking on and fulfilling specific work 
tasks. My experience in the PLD was that we made some progress with this, but 
that it tended to unravel.
The particular incidents that undermined the development of trust centred around: 
absences by group members at key times; unequal patterns of disclosure; not 
carrying out agreed tasks. We were generally unable to manage these tensions 
within the group, but discussed them outside, and the chair took on the role of 
explaining the groups’ concerns to apparently less committed members. These did 
not seem to be accepted, and it was only when they were later raised with the whole 
group and external facilitator present that a noticeable change took place. The 
change seemed to be borne out of the consciousness of possible sanctions rather 
than any raised trust or intimacy. The group struggled with the management of
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negative emotions -  reluctant to transgress, unwilling to ‘shop’ one member to the 
course team. I wonder if clients feel similarly constrained when I ask them to give 
negative feedback in the feedback section of sessions. For the most part I have 
found clients to be positive, and to reassure me. On one occasion a client did talk 
about how upsetting he had found the session, and requested changes to the timing 
and frequency, and I felt that a real shift had taken place in terms of his willingness 
to take charge of therapy.
Generally, I found myself yearning for a greater degree of trust and intimacy than 
the PLD was providing. I think that I expressed this most often as a challenge -  this 
group isn’t living up to my expectations -  or by limiting my engagement to that of the 
group mean. These responses were not necessarily easy for other group members 
to respond to, and may have contributed to a feeling of dissatisfaction within the 
PLD. I think that part of the problem resulted from differing expectations. I expected 
and wanted an intense group experience where other people may have had goals 
more geared to a joint study group. It might have been helpful to have spent more 
time on expectations at the beginning.
Differing expectations would match our diversity as a group. In terms of gender, 
age, ethnicity and previous work experience, we were a very varied group. To some 
extent we seemed to resist that expected positions: the older group members were 
not Mum and Dad; the younger Asian group member became the chair.
Approaching the task
As a group we focussed upon personal accounts of change rather than theoretical 
models. We moved in and out between the theoretical and the personal, and 
contented ourselves with aphorisms rather than full psychological theories. We 
agreed that theory did not quite apply, was not quite adequate to our own stories in 
their richness and complexity. If felt both comfortable and impatient with this: on one 
level it seemed appropriately humanistic, on another weakly lacking rigour. I have 
some of the same ambivalence facing the client who does not seem to fit into my 
theory -  on the one hand you are a rich and complex individual, on the other if you 
could just be a bit clearer about your thoughts, feelings and behaviours.
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The strength of our approach was our perspective that change is something that 
happens to us, rather than something that we do to other people through therapy. In 
presenting, we wanted to do something other than a powerpoint presentation, partly 
because wee had few unifying ideas. The idea of posters was appealing and 
creative, and became something of a school project in trying to come up with 
creative designs, mixing photos and objectives. Some group members went for a 
very home-made approach -  hand drawing things, or sewing and drawing things 
onto cloth, or putting together found objects. Given the presence of six posters, how 
we were going to present them was an issue, and the idea of presenting each 
others was mooted. This was strongly approved by the group, and we recognised 
the way in which it might feel like bearing witness to a client’s story, standing beside 
them. Our approach contrasted with, and complemented, the more theoretical 
contributions from other groups by being more personal and engaged.
Applying lessons about change in practice
One of PLD approaches to change that has proved useful in practice has been the 
need to construct our own story. In our individual accounts of personal change we 
became very conscious of continuities in our lives, and the idea of family ways of 
doing things. The adult placement has made me more aware of how change in not 
something that can be achieved solely between client and therapist, but is impacted 
upon and limited by the family and social world in which the client is enmeshed. A 
client whose apparently ‘straightforward’ anxiety problems have evolved to focus on 
new targets after each textbook intervention helped me to realise how influential the 
wider family dynamics could be.
A key element of the change models that we discussed was recognising the need 
for change and knowing what the first steps were (Prochaska & Di Clemente, 1982). 
Did I feel that I needed to change as a trainee? I definitely thought that I had to 
adjust to changed circumstances -  being a student, having less money, having a 
less senior position -  and I wanted to learn new skills. But how fundamental a 
change did I need to make to how I do things, to the way I behave or, even more 
frighteningly, to the way I am? Is this a client anxiety? I need to do some things
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differently, I need to adjust (to a mental health vulnerability if nothing else), but I'm 
not sure how far I have to go, or how far I’m prepared to go. Will just working harder 
in the old way be enough? During the PLD exercise I was less aware of the potential 
cost of change. A client who withdrew from therapy because she felt that it was 
undermining her hard-won mental stability gave me a better sense of the balance of 
gain and loss that comes from personal change.
I found it particularly important to think through the implications of leading change as 
a manager to situations in which I might have a minor role, be more done to than 
doing. My position in the adult placement CMHT, which was buffeted about 
discussions of service reconfiguration, seemed more akin to that of a client whose 
requirement to change is being driven by CMHT concerns about risk, of family 
pressures. I have little interest in the CMHT changes, and feel no responsibility for 
its success. Being aware of this sense of disengagement from externally imposed 
change helped me to empathise more with a client for whom the notional goals of 
reducing alcohol intake and risky behaviour were externally driven. Finding goals 
that meant something to the client has improved, to some degree, her commitment 
and engagement.
Conclusion
The problem based learning exercise around change prepared me in a number of 
ways for working in an adult team: taking on a new team role; getting a richer sense 
of the expectations and vulnerability with which a client might approach therapy. The 
focus on change as a positive, desirable aim -  a therapeutic goal -  left me less 
prepared for clients for whom change was largely a negative prospect. I learned 
more about that from clients and carers, particularly a couple facing a diagnosis of 
early onset dementia with determination and good humour.
References
Belbin, M. (1993). Team roles at work. Elsevier: London.
50
Prochaska, J., & DiClemente, C. (1982). Transtheoretical therapy: Toward a more 
integrative model of change. Psychotherapy: Theory, Research & Practice, 19, 276- 
288.
Yalom, I., & Lexzcz, M. (2005). The theory and practice of group psychotherapy 
(fifth edition). Basic Books: New York.
51
Problem Based Learning 
Reflective Account 2
Child Protection, Domestic Violence, 
Parenting, and Learning Disabilities
March 2008 
Year 2 
Word count: 1648
52
Problem Based Learning Reflective Account (Year 2)
Pseudonyms are used for group members throughout.
The following text is a reflective account of my experience of carrying out a practice 
based learning (PBL) exercise as a case discussion group (CDG) in year 2. It is 
based on a reflective journal that I kept throughout the process and on my 
subsequent thoughts and clinical experience on placement.
I particularly want to focus upon the extent to which my CDG were able to move on 
from what felt like an unsatisfactory experience in the first year and put into practice 
some ideas about making year 2 different and better.
Who we are/were
In a number of ways we were a new group. We had lost one member, partway 
through our first year, and now we had a new member. We also had a new 
facilitator. We were now second years, with a year of similar experience behind us, 
diminishing some the differences created by our diverse routes into training. We had 
the confidence boost of a new set of first years to replace us as the callow youth of 
the course. We also had the important shared experience of a very different group 
encounter through the experiential group of the psychodynamic week, and there 
was a widely shared view that we wanted to capture some of that risk and intimacy 
in our CDG.
Our first meeting as a second year CDG, at which we met our facilitator for the first 
time, and went over the PBL exercise, was full of new resolutions. Greater intimacy, 
greater openness, and taking more risks through sharing positive and negative 
emotions were all proposed. I was pleasantly surprised by the commonality of our 
wishes for the new year, and our facilitator showed real enthusiasm for this new 
tone. One practical resolution for me was not to criticise the group with ‘outsiders’. I 
followed this resolution, and my experience of the group improved, but it is hard to 
distinguish cause and effect here.
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PBL process
In tackling the PBL exercise, we were very determined to move on from the 
individualised approach we had taken the year before, when each group member 
had contributed their own poster on change to the presentation, to something more 
collective. We all expressed this view, and worked to overcome the obstacles to it. 
For example, when leave meant that only five (of six) of us were present for the next 
discussion, and then four for the following one, we tried to avoid being too 
committed to particular themes or presentation approaches. The theme of the PBL 
exercise -  working with a family of learning disabled parents and their children -  
was a ready metaphor for our attempts to keep together the CDG family, and one 
that we openly acknowledged.
At the fourth meeting, when only four of us were initially present again, it was 
starting to feel too familiar, with the same members disengaged. There were some 
expressions of annoyance. Then Jackie joined us, and suggested obliquely that 
Sam would not be taking part in the CDG. My assumption at that stage was that 
Sam had opted out of the course on a temporary or permanent basis. I thought that 
this typified his ambivalent approach to the course generally, and the CDG 
specifically, and felt more irritation than sympathy. By the time of our next meeting, 
Sam had e-mailed round to explain that he had failed assignments and his place 
was in jeopardy.
The departure of Sam felt like another blow to a group that had already lost Judith 
and we had to confront the position that two colleagues had felt sufficiently 
unsupported by the course and group to drop out or fail. Our initial attempts to come 
to terms with this were characterised by victim-blaming: the lack of help-seeking by 
the missing members made it too difficult to connect with them; they hadn’t reached 
out, they hadn’t responded to overtures; they hadn’t engaged. Clearly this sounds 
like how psychologists and teams talk about people who have dropped out of 
therapy. We went on to accept that there might/must be some connection between 
our mutual dissatisfaction with the groups’ offering of support and intimacy and the
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drop out rate. Against that we had been able to welcome and assimilate a new 
member and facilitator without conflict -  but was that a measure of our lack of 
cohesiveness (Yalom & Leszcz, 2005) ?
Sam’s departure also made much more concrete a general course anxiety about 
failure, in which there seemed a marked disconnection between the perspectives of 
the course team and trainees. The course team seemed to regard failure as a rare 
event and linked to clearly identifiable trainee features: we felt that it was something 
that could happen to anyone. I was moved by how shaken we felt: four of us had 
had first hand-in rejections, and the possibility of failing felt very real.
The task, and its relationship to clinical work
This conflicting swirl of emotions -  for me a mix of anger and pity with Sam, 
resentment at the course, fear of failure, pleasure at my own survival -  had a real 
impact on the way in which we engaged with the PBL task. We responded primarily 
on an emotional level to factors such as the loss of control of the family of their 
future, the misguided service interventions, and the sense of barely contained risk. 
Our identification was with the service professionals, and the difficulties of their 
position, rather than that of the family. Rather than consulting policy guidance, or dry 
intervention literature, we sought out sources that engaged with our heightened 
levels of emotion: the literature of containment, and of resilience. Our presentation 
spoke to ourselves and the course, about our need to be contained and find 
resilience, not to the family.
Three themes dominated our presentation: being overwhelmed by unco-ordinated 
service responses; managing risk through a process of containment; and building 
resilience in the family and in the service team. We illustrated these simply and 
graphically. For the first theme, an audience member representing the family was 
swamped by balloons representing each professional’s role, unable to hold them 
together. Containment we illustrated with a Russian doll, unpacking it on stage to 
reveal the regression to smaller figures. Drawing upon a workshop by Christina 
Padesky and the ideas of Michael Rutter, we talked about team resilience, and more 
tellingly demonstrated it as we coped with being a group member down; with a
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second group member withdrawing injured on the eve of the presentation; with a 
last minute change of venue and having to carry our 22 inflated balloons to a new 
lecture theatre (Padesky, 2007; Rutter, 1999). We coped in the way we talked about 
resilient teams coping: with humour, with mutual praise and support, with team 
ceremonies (meeting later for tea and cake). I thought that we earned one group 
member’s accolade: ‘we rocked’.
This emotional presentation seemed to evoke an emotional response in the 
audience. Our previous years facilitator, whom I had experienced as quite 
emotionally detached from the group, responded very warmly to the presentation, 
and came strongly to our aid when we struggled with questions, to the extent that an 
assessor commented on a ‘takeover’. However, some feedback also noted the 
extent to which we had centralised our own interests and reflections, rather than the 
family in the case study.
We struggled particularly with one question, about how our ideas of more containing 
and resilient multi-disciplinary working would operate in practice across the multiple 
agencies involved in the case. For me, this was a question straight out of my 
previous incarnation as a health service manager, and yet I felt unable and unwilling 
to respond to it. I think this illustrated that a first year of clinical experience had 
accelerated my transition from being a manager to being a clinician. A further 
example of this transition was a workshop on the merger of Child & Adolescent 
Mental Health Services across a county that I attended. I found the management 
sections of the workshop self-serving and dull. Along with much of the audience, I 
was only really engaged when a combined LD-CAMHS service talked about joint 
clinical work.
The multi-agency work that was such a strong element of the PBL exercise has also 
been very important in my CAMHS placement. In contrast to the difficulties raised in 
the PBL, my experience to date has been very positive, particularly of working with 
schools, where I have found teachers and Special Educational Needs Co-ordinators 
accommodating, motivated and responsive. Whilst the literature highlights the 
divisions caused by the lack of a shared language (Salmon & Rapport, 2005), I have 
found a focus on the child and a respect for each others’ professional contribution
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has enabled good links with schools. Emotion has also played a part, and I have 
drawn strongly on being a father in my responses to children and their families. For 
families, working with them to provide some containment for the emotions evoked 
by trying to cope with the experience of a child having mental health problems has 
also been a key element of our interaction (Abbott et al., 2005). Being a trainee has 
actively helped with this, for example with one family the parents’ fears seemed too 
dominant in sessions, and my supervisor spent time with them whilst I met the child 
in another room.
Conclusion
Overall the PBL exercise was a good experience for me, and engaging with the 
problem at the level of feelings and team work provided a set of useful ideas that 
have been useful on placement. I thought that as a group we responded well to the 
exercise, dealing resiliently with the challenges on the way. A number of factors 
contributed to this response: change in membership, change in facilitator and 
individual change. These changes all enabled us to make progress towards our 
opening goal: to be a group that was more open and intimate, and took more risks.
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Problem Based Learning Reflective Account (Year 3)
Pseudonyms are used for group members throughout.
The following text is a reflective account of my experience of carrying out a practice 
based learning (PBL) exercise as a combined personal and professional learning 
discussion group (PPD) in the third year. It is based on a reflective journal that I 
kept throughout the process and on my subsequent thoughts and clinical experience 
on placement.
I want to focus on how my experience of the task moved from that of a tedious 
obligation to an opportunity for genuine learning. Looking at how the group worked 
in terms of the processes of self-managing teams (SMTs) provides a model for 
understanding this change. It also allows a connection to be made with personal 
experience of fulfilling activities, so-called ‘flow’ experiences. I connect these 
reflections with my experience of working with clients and as part of teams on 
placement.
Who we were
We were a mixed group of second and third years, three from my PPG. I am 15 or 
so years older than the others, and the only male in the group. I didn’t just feel older, 
I was older. Apart from one Asian colleague, we were all white British.
The gap between the years felt quite large. The second years were deferential, 
looked to us for leadership, though none of us had experience of the older adult 
care client group in the task. At the first meeting, we broke the silence and led the 
discussion. Unbidden, a second year took notes.
PBL process
The PBL task was to prepare a presentation based on a case history of an older 
man with possible cognitive impairment and his family. We were a team of peers
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with no facilitator, a self-managing team, and so were free to organise the research 
and presentation for the task ourselves. I approached the exercise in a spirit of 
ennui, already bored by the idea of doing yet another presentation about yet another 
case study. As for getting to know the second years, I really couldn’t be bothered. 
What was the point of getting to know them, when this exercise would be our main 
contact? I wanted to work instead with my PPG, thinking that our shared history 
would both speed things up and make the discussion more meaningful. Others 
seemed to share this resentful lethargy, and our initial discussions were desultory.
All of our other work seemed more pressing, and this just a task to get through with 
the minimum acceptable effort. Boredom is one of the reactions that therapists 
describe in client sessions, and a small scale qualitative study has identified 
refocusing upon the client as a key strategy in combating it (Williams et a/.,2003). It 
is also an emotion associated with activities that combine low skill requirements with 
low challenges, in contrast to those ‘flow’ activities that bring together high skills and 
high challenges (Shernoff et al., 2003). The characteristics of flow activities are 
concentration, interest and enjoyment (Csikszentmihalyi, 1988). The PBL exercise 
wasn’t providing any of these.
One perspective that allows us to combine my experience, the group experience 
and the task is looking at the operation of mental models in the self-managing team. 
Druskat and Perscolido (2002) integrate a number of theories of team working to 
propose that the sharing of three mental models are important in effective team 
working;
- A psychological sense of ownership
- A need for continuous learning
- A need for heedful interrelating
They argue that commonality in these beliefs are key to greater effort and 
commitment and the negotiation of potentially difficult transactions in self-managed 
teams like making decisions, evaluating and correcting plans, and the willingness to 
admit lack of knowledge and seek help from others.
I think that some coalescing of our views and behaviour in these key areas enabled 
us to progress as a group, and for me as a team member to move beyond apathy to 
a ‘flow’ experience. A key to this transition was changing the focus from the case
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study as a whole to individual participants in the drama. As we were presented with 
a family and professional system in the task, arranged around an older man with 
symptoms of cognitive decline, a systemic response seemed mandated, and we 
mulled over family life cycles (Carter & McGoldrick, 1989). What finally started to get 
me engaged was when we went away to write about the situation from the 
perspective of a particular family member, in my case the angry and controlling 
elder son. From his perspective, the case seemed much clearer and it was possible 
to see how his Oedipal desires structured his domination and control of his father, 
his present-giving to his mother, and his angry denunciation of her seeking a new, 
post-divorce relationship. I was particularly taken with the way in which the language 
of the case study supported an Oedipal interpretation: ‘he took his father car KEYS 
and gave them to his mother’ (my capitals). Up to this point I had not played the 
‘Shaper’ role that is my default role in groups, and in fact was acting more like a 
‘Monitor Evaluator’, chipping in occasionally, usually to quibble or disagree (Belbin, 
1993). Other members of the group were sensitive to my verbal and non-verbal 
dissent, saying after one discussion of presentation approaches when I had not 
commented ‘you don’t seem very happy with this’. In recovering the marginalised 
son, I was also able to reclaim my position in the group.
We also made what we thought was a pivotal discovery late on: the mother had only 
been 14 when she had her first son, whether her husband was the father was not 
clear. Again, the ramifications of this discovery were huge. In the interplay between 
systemic and psychodynamic approaches, we finally found a take on the case that 
we could all get interested in. We had also found the essential drama for our case 
presentation -  creating conflicting voices for our family members, and the conflict in 
the team about who to work with and how.
Introducing a psychodynamic approach was democratising for the group. Whilst we 
third years, with a year of systemic child and learning disability approaches behind 
us, felt old hands with systemic working, none of us felt very confident with 
psychodynamic formulation. With a new humility, I was able to acknowledge the 
expertise of some of the second years, and learn from them. As in Druskat and 
Perscolido (2002) ‘s model, the sense that the PBL task was starting to fulfil some of
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my learning needs liberated me. I started to think of them as individuals, not just ‘the 
second years’. I was more relaxed, occasionally jokey.
A second force that pulled against lassitude was professional pride: we were going 
to have to present in front of our peers. As a PPG we had produced some 
innovative and emotional work, and it felt like a betrayal to be so lacklustre. This 
was a shared model: nobody wanted to be embarrassed by producing something 
weak. Rather than necessarily coming from within, this was a shared sense of 
ownership that was produced by the structure of the PBL exercise, and by the fact 
that feedback would be collective rather than individual. However, this 
organisational pressure to work as a team was somewhat undermined by the formal 
marking arrangements, in which this piece of reflective writing is the formally 
assessed output from the exercise. It follows that we could operate poorly as a 
team, reflect individually upon it, and be rewarded with a pass. Typically this kind of 
mixed organisational message -  misaligning organisational objectives and reward 
systems - helps to undermine the effective working of self-managed teams (Druskat 
& Perscolido, 2002).
The task, and its relationship to clinical work
I learned more about working as part of a team than I did about the nominal subject 
matter of working with elderly people and their families. I had the salutary 
experience of feeling ignored, that my suggestions weren’t noted and responded to.
I learned that it is possible to have a significant influence without needing to control 
the process, to chair or shape the group. One important aspect of my intervention 
was its timing, coming as the team began to feel dissatisfied with the original 
presentation proposal, so that there was a readiness to coalesce around a new 
idea. Timing and patience, not needing to control the terms of the debate from the 
outset. Might the same approach work as a team psychologist feeling marginalised 
by a dominant medical discourse? Sometimes it might be better, rather than railing 
against the limited terms of debate, to make concrete proposals around clients 
where ‘treatment-as-usual’ seems to be failing.
The second thing I’ve learned, or been reminded of, is how motivating an intense 
focus on an individual client can be for a team, when it genuinely leads to the
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excitement of shared ideas. Particularly it seems when I can put aside professional 
pride, a belief that I ought to know the answer, and can be open to new learning. If I 
think about my most enlivening discussions about clients with supervisors and fellow 
trainees, it is that quality of undefensive mutual learning that is most likely to 
generate a 'flow' experience. In their longitudinal study of therapists and their 
motivation over time, Ronnestad and Skovholdt report that experienced therapists 
increasingly see clients as their major source of new learning (2003). In working with 
older adults, often facing multiple physical and relationship losses, living in pain and 
isolation, I have most often been left with admiration at the quiet heroism with which 
people continue their lives.
An important corrective to this, is to remember the dangers of being seduced by our 
own brilliance. I felt really passionate and committed to my psychodynamic 
interpretation of the son’s position, and built up the evidence that supported it, 
disregarding that which did not. The appeal to verbal ingenuity was also flattering, 
and I enjoyed building up my case, and was slightly surprised when reminded that 
the son wasn’t the identified client, and was unlikely to agree to therapy. My 
enjoyment of the theory had blinded me to the ethical and practical issues: as 
Cecchin et a i, warn us, it is all too easy to fall in love with our own theories (1993). 
Working as a psychologist with clients where the impact of our interventions can 
easily seem overshadowed by the difficulties of their situation, self-admiring 
formulations can be an easy narcissistic defence against feelings of despair or 
impotence (Goldberg et ai, 1995).
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PERSONAL AND PROFESSIONAL LEARNING DISCUSSION GROUP 
PROCESS ACCOUNT SUMMARIES
Personal and Professional Learning Discussion Groups (PLDs) were an integral part 
of clinical psychology training. The groups were intended to promote reflective 
practice, to integrate university work and clinical placements, and to provide the 
opportunity to discuss clinical cases with colleagues using different therapeutic 
models and perspectives. My PLD consisted initially of two male and four female 
trainees, losing two and gaining one over the three years. Two course team 
members and one external psychologist facilitated the group over the three years.
PLD process accounts were written at the end of year one and two of training. They 
were an opportunity to reflect upon the process and experience of being part of the 
PLD. For reasons of confidentiality, the accounts are summarised below, with the 
full reports provided in Volume 2 of the portfolio.
Summary of PLD Process Account 1
The first year account was an examination of why the PLD had delivered less than I 
had hoped for in terms of personal and professional development. I reflected upon 
the group process using Yalom's concept of group cohesiveness in group therapy, 
and argued that not achieving a sufficient degree of trust and openness had 
restricted our progress. A lot of the experience for me was about being a new 
trainee, working therapeutically with clients for the first time, and the way in which 
my anxieties around this made presenting cases very daunting. Over the course of 
the year I became more comfortable and confident with these discussions. I 
reflected on the way my behaviour in complaining about the group to other trainees 
contributed to making it an unsafe space. I ended the year with a resolution to take 
more risks the next year, and to accept that not all group members wanted such 
openness.
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Summary of PLD Process Account 2
The second year of the PLD was different: two trainees left, a new one joined, and 
we had a new facilitator. My ambition of more openness and risk-taking, with more 
focus on process, was shared by much of the group, and fitted well with the 
approach of the facilitator. All group members seemed to make progress this year in 
integrating our personal and professional selves, and both on placement and in the 
group I was more able to bring together my past work experience, my roles as a 
husband and father with the new role of being a psychologist. The account looks at 
how these changes impacted upon our roles within the group, and upon my practice 
as a clinician.
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CLINICAL DOSSIER
Clinical experience overview
The sections below summarise my clinical experience gained in placements over 
the three years of the course. A fuller account is given in the placement 
documentation contained in volume 2 of the portfolio.
1. Adult placement (Nov 2006- Sept 2007)
I was placed in an adult Community Mental Health Team (CMHT) on the 
London/Surrey borders. The post combined individual client work and a family 
service in secondary care, and individual and group work in primary care. I saw 
clients who had received a variety of diagnoses, including psychosis, depression, 
social anxiety, panic disorder, eating disorders, obsessive compulsive disorder 
(OCD) and early onset dementia. Ages ranged from 19-67, with most clients in the 
20-50 range. Most clients were white British, but there were also people from mixed 
race, Asian and Afro-Caribbean backgrounds. I used a range of standardised 
measures and completed two comprehensive psychometric assessments. I led two 
teaching sessions on models of paranoia and resilience, and made other 
presentations to staff groups. I carried out an audit of client satisfaction with the 
family service, and contributed to an initiative to include emotional debriefing in 
nursing handover on inpatient wards. My main therapeutic approach in individual 
work was Cognitive Behavioural Therapy (CBT). I also worked as part of family 
service for people with a diagnosis of psychosis, which had a social constructionist, 
Tom Andersen orientation. In this service I was part of an in-room reflecting team, 
and lead therapist with one family. Supervision was primarily CBT in orientation, but 
also incorporated systemic ideas and practices.
2. Children & Families Placement (Oct 2007 -  Mar 2008)
This placement was with a Child and Adolescent Mental Health Service in Surrey. 
The post involved assessment and therapy with children and their families, and 
sessions in a family therapy service. I worked with young people with a variety of 
presentations, including anxiety, OCD, social anxiety, behavioural difficulties, eating
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disorders, depression and needle phobia. I also worked with young people with 
suspected developmental difficulties that included Asperger’s syndrome and 
Attention Deficit Hyperactivity Disorder. The young people were aged between 5 
and 15 years old. I carried out extended assessments that included functional 
assessments in schools, school and carer interviews and psychometric testing. I 
made presentations to clinical and teaching staff. In the family therapy service, 
which offered more structural interventions, I was part of the reflecting team. Again, 
my orientation in individual work tended to be cognitive behavioural, but I also made 
use of behavioural and systemic approaches. The supervision provided a 
developmental framework, with interventions formulated in a CBT modality. I also 
received some supervision from a psychotherapist that helped me to think about 
one formulation in a more psychodynamic way.
3. Learning Disability Placement (Apr -  Sept 2008)
I was placed in a community mental health team for people with learning disabilities 
in Surrey. The placement involved individual and family work with adults with 
learning disabilities in client’s homes, outpatient clinics and day services. There was 
assessment work in a secure inpatient unit, and consultancy work to staff in care 
homes. I also did some assessments and interventions with a community forensic 
group. Clients presented with a range of developmental, cognitive and physical 
difficulties. With one deaf client I worked with a signing interpreter. They ranged in 
age from 11 to 73. I made use of psychometric tests, standardised measures and 
systematic interviewing procedures. There was a lot of focus on the capacity of 
clients to make decisions, including a formal assessment in relation to a change of 
residence. This placement particularly involved working as part of multi-agency 
teams, with social care, private sector and criminal justice service colleagues. I 
made presentations to care home staff and a psychology group. As part of a review 
of client needs for a campus re-provision, I interviewed a number of key workers 
and compiled assessment reports. The supervision was systemic in orientation, with 
a lot of attention paid to context, capacity, care and family systems. The 
interventions included behavioural, CBT and family therapy approaches.
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4. Older People placement (Oct 2008 -  Mar 2009)
I was placed in a community mental health team for older adults in South London. 
The post combined individual assessments and interventions through the team, 
group work on an inpatient ward, and a primary care role in a falls clinic in a general 
hospital. Clients presented with a number of difficulties including depression, falls 
anxiety, memory and other cognitive difficulties, adjustment to physical and 
psychological loss and living with pain. They ranged in age from 65 to 94, with two 
thirds being over 7 5 .1 carried out assessments and therapy in the clinic and in 
clients’ homes. My supervisor was psychodynamic in orientation, and this coloured 
the supervision and client formulation. I offered one brief psychodynamically 
influenced therapy. An important focus of the role was upon assessing the potential 
vulnerability of clients and their capacity to cope in their home environment. The 
ward group was a rolling open group with a series of set topics, which combined 
psycho-education with CBT-influenced exploration. I carried out two extended 
assessments of clients with memory difficulties. My approach in the falls clinic was 
initially CBT influenced, but I found this unhelpful with a number of clients and 
began to work in a more narrative way. I consulted with service users to revise an 
information leaflet for older people referred to psychology. I gave a number of talks 
to patient groups on the psychological aspects of chronic obstructive pulmonary 
disease and fear of falling. I also presented to groups of psychologists on 
questioning in narrative therapy and being a mental health commissioner.
5. Advanced Competencies Placement (Apr -  Sept 2009)
My final placement was in a county-wide adult systemic and family therapy service 
in Sussex. Working jointly with my supervisor, I provided consultations to families 
and service teams who were having difficulties in their work with clients or their 
families. Settings included people’s homes, community teams and inpatient wards. 
Clients reported a variety of difficulties including OCD, depression, suicidality and 
self-harm, delusions, loss of motivation, all of which were influenced by family and 
team settings. I supported my supervisor in providing supervision to Looked After 
Children and Crisis Teams, including helping to facilitate an away day. I also 
worked individually in a narrative style with some clients. As part of an evaluation of
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the impact of the service, I carried out an audit of client, family and referrer 
satisfaction with the service.
Case report summaries
Four case reports and one oral presentation describing my work with individual 
clients are summarised below. The full reports are found in volume 2 of the 
consultation. Pseudonyms are given for each client.
Adult Case Report I: Cognitive behavioural therapy with a 42 year old man 
presenting with depression
John was referred for help with low mood that had apparently been precipitated by a 
meeting with old friends, the first since John’s arrest and conviction for indecent 
exposure some three years earlier. John identified his major problems as poor 
motivation, a pattern of reclusive behaviour at home and social isolation. Self-critical 
rumination over these perceived failures lowered John’s mood, leaving him prone to 
depression, itself a possible risk factor for offending behaviour. We worked together 
in a cognitive behavioural approach, aiming to reduce the behaviours and the 
patterns of negative thinking that maintained John’s isolation and low mood. We 
prepared for, and John bravely carried out, a number of steps to re-establish contact 
with his old friends, that culminated in attending a family party. John also made a 
connection between his patterns of avoidance and a longstanding belief that he 
looked strange and was unlovable. This led to a new and important effort to re­
establish his relationship with his father. John also identified his pattern of work long 
hours of overtime at work, that we had thought of as a useful way of keeping busy 
and purposeful, as something that exhausted him, increased his isolation, and kept 
him from pleasurable activity. By the time we stopped working together, John had 
made good progress in identifying patterns of thinking and activity that maintained 
his low mood, and had taken steps to address them. However he remained 
relatively isolated, and still at risk of depression.
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Adult Case Report II: Neuropsychological Assessment of a woman referred 
with memory difficulties
Mrs Wilson was a woman in her early forties of Afro-Caribbean origin who presented 
with memory difficulties. She was having particular difficulties in managing her 
diabetes medication, finding words and learning new tasks at work. She was coping 
with a number of other pressures: pain from an old back injury; looking after three 
teenagers, one of whom was diagnosed with a learning disability. The assessment 
was attended to investigate the extent of Mrs Wilson’s memory problems and other 
cognitive difficulties, looking at the role of anxiety and cerebro-vascular risk factors. 
My initial assessment included establishing a baseline for pre-morbid functioning, 
and carrying out a battery of tests around memory and general cognitive functioning. 
Based on the initial findings, I carried out a further assessment of specific memory 
deficits, executive functioning and word finding problems. The tests highlighted 
some decline in Mrs Wilson’s working memory and processing speed. I suggested 
that psychological issues such as pain and anxiety could be playing an important 
role here, but that it was not possible to rule out subtle organic changes. We 
discussed some strategies around day-to-day management of Mrs Wilson’s memory 
difficulties, and re-testing in a year. I found that the shift between my detached 
testing role and a more empathie collaborative one around ways of managing was a 
noticeable change of gear, and one that deepened the therapeutic relationship. One 
sign of this changing relationship was Mrs Wilson’s move from minimising difficulties 
to being more open about specific problems.
Children and Families Case Report: Cognitive behavioural therapy (CBT) with 
a 14 year old boy presenting with Obsessive Compulsive Disorder (OCD)
Jonathan presented with an account of preoccupying thoughts about being harmed 
and behaviours intended to reduce the possibility of harm (writing, counting, turning) 
that fitted an assessment of Obsessive Compulsive Disorder (OCD). For Jonathan, 
a proneness to worrying and feeling responsible may have been predisposing 
factors, heightened by anxiety about the stability of his parents’ marriage. Fear of 
family breakup brought about by his sister leaving for university may have been an 
immediate precipitant. Once triggered, OCD has its own built-in maintenance cycle.
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Jonathan’s parents’ understandable efforts to reassure Jonathan may have provided 
further reinforcement.
We followed a CBT course based on March & Mulle’s manualised CBT programme 
for OCD in children. Each session involved some 1:1 therapy with Jonathan and 
some time jointly with his parents. Supervision focused particularly around engaging 
the wider system (school and parents) and issues in the therapeutic relationship.
The latter involved a need to distance myself from Jonathan’s parents and re­
engage with him individually by tailoring the sessions better to his preference for 
action over discussion.
On a self-rating scale, Jonathan’s scores peaked after 6 sessions and than dropped, 
stabilizing at a manageable level but with some symptoms still present. Jonathan 
had recovered some of his old life: spending time with friends; enjoying sport; 
concentrating on work at school.
Oral Case Presentation (Learning Disabilities): Systemic work with a 19 year 
old man with Autistic Spectrum Disorder
James was a 19 year old man with a diagnosis of Autistic Spectrum Disorder (ASD). 
He attended a specialist school for children with ASD. James was referred to the for 
support with anxiety. With initial clinical intervention, this symptom resolved, and the 
focus of clinical work became James’s desire for greater independence, and how he 
could express and achieve this without alienating his parents. I hypothesised about 
James’s situation in terms of family life cycles and repetitive behavioural 
interactions. The family had a difficulty in moving to the next life stage because 
protecting James from the consequences of his disability had become non-adaptive. 
Moreover, the family had a problem with exits and transitions, as evidenced by the 
difficulties for the daughters in negotiating independence. The rule of not expressing 
negative emotion meant that such feelings were unacceptable within the family, and 
were perhaps externalised as uncontrollable natural forces. James’s anxiety could 
be seen as a symptom that was preventing the family from moving on. Working with 
James involved co-working and reflection, use of a genogram, a tone of positive 
connotation, and some elements of solution-focussed work. Whilst we seem to
73
make some progress, James ceased attending sessions, and I needed to think 
about the impact on him of the struggle between wanting to be a good son and 
wanting to be a good client. Systemic approaches had a natural appeal to me, but I 
also need to be wary of the dangers of falling in love with my own theories.
Older Adult Case Report: Psychodynamically informed therapy with a 77 year 
old woman presenting with depression.
When we started working together, Diane was emerging from a period of severe 
depression in which she had made a suicide attempt and been admitted to an 
inpatient ward. We opted to work psychodynamically for a number of reasons: 
Diane’s previous negative experience of CBT; her ambivalent reactions to care 
suggested a strong importance of her descriptions of cold and critical mothering to 
her current presentation; the availability of good supervision. Last, but not least, the 
limited evidence base around therapy with older people suggested that brief 
psychodynamic therapy was probably no worse than other interventions. I 
understood Diane’s depression and suicide attempt in terms of Winnicott’s theory of 
the development of a ‘false self, in which the unrequited self is protected against a 
harsh early environment by narcissistic defences. I hypothesised that these 
defences had collapsed in the face of retirement, a move from a much loved home, 
the loss of sexual activity, and the physical losses of older age. In terms of content, 
the sessions focussed upon making sense of the suicide attempt and Diane’s 
experiences of her parents, her career and her own children. The process of 
interaction - using interpretation to highlight unconscious communication, facilitating 
the process of unmanageable affect and attending to the importance of relationship 
dynamics within therapy - was a difficult but rewarding change for me. Client- 
reported changes, and the constructive ending of therapy, suggested that the 
process had also been valuable for the client.
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Audit of Family satisfaction with a family intervention for 
psychosis service
Abstract
This paper reports an audit of user satisfaction with family therapy service for clients 
with a diagnosis of psychosis and their families. The service had been recently 
established in a borough in the South East of England. Family therapy for the 
families of people with psychosis is a well-evidenced intervention that is 
incorporated in NICE guidelines. The audit was carried out by self-report 
questionnaire, using a modified version of a published instrument. The objective of 
the study was to establish family satisfaction with the service and to obtain family 
views on specific features of the service, particularly the in-room reflecting team.
The study achieved a high response rate, albeit from a small population. It found 
high levels of satisfaction with the service, in line with other published studies, and 
the general tendency of satisfaction surveys to record high ratings. Families found 
the service acceptable, and most reported that it had contributed to improvements 
with family stresses or issues. Dissatisfaction was particularly associated with the 
view that the process had not confronted ‘difficult’ issues within families. A specific 
outcome of the study was a commitment to more consistent composition of the 
reflecting team.
This study addressed some of the characteristic limitations of satisfaction surveys 
by using a published instrument; incorporating open-ended as well as fixed choice 
questions and achieving a high response rate. The service planned to repeat the 
survey on a regular basis, which would increase its value.
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Introduction
There is good evidence that providing family therapy to the families of people with 
psychosis reduces distress and client relapse rates (Kuipers, 2006). It is a 
recommended feature of services in the NICE guidelines on schizophrenia (NICE, 
2003). Despite the evidence and policy support, family therapy is not widely offered 
to such families, and there are many barriers to widespread introduction (Fadden,
2006).
CMHTs in a borough in South East England established a multi-disciplinary family 
service in April 2006. The service operates within a systemic framework, and offers 
outpatient therapy sessions to the families of clients with psychosis. The service 
aims for a normalising ethos, treating the experience of having a family member with 
psychosis as a stressor for any family. It aims to help families to find constructive 
ways of dealing with specific problems, and to remind family members to look after 
their own needs as well of those of the identified client (Appendix 2).
An important feature is a reflecting team of three mental health professionals that 
works alongside the lead therapist. The reflecting team is a development of the 
traditional family therapy practice of having a group of clinicians observing the 
interaction between lead therapist and family and offering advice and interpretation 
to the therapist. In this version, introduced by Tom Andersen in the mid-1980s, the 
reflecting team hold a conversation (reflection) about the discussion between family 
and therapist. The family are then encouraged to comment upon the reflection. A
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relative novelty of this particular service was that the reflecting team and observers 
were present in the room with the family and lead therapist.
The only reported assessment of family satisfaction with family therapy for 
psychosis was carried out by Stanbridge et al. (2003). The study involved semi­
structured interviews with 15 families, and reported high satisfaction with the 
service. A large majority felt that family problems had improved, and that the 
intervention had helped them deal more effectively with problems. Some themes 
have consistently recurred in research into family satisfaction with family therapy: a 
mismatch between family expectations of directive interventions with therapy 
approaches that were more explorative (Reimers & Treacher, 1995); families rating 
therapy non-specifics such as emotional support and reassurance above specifics 
such as behaviour change and skills acquisition (Budd & Hughes, 1997).
Establishing satisfaction ieveis with this famiiy service was important because the service 
was new and contained some novei features, and famiiy satisfaction would give an indication 
of the acceptabiiity of the process. The team accepted that famiiy satisfaction rates would not 
provide a rounded assessment of outcome, and would need to be supplemented by other 
measures of performance. Nonetheless, it was a way of providing a focus on a specific 
service for a ciient group subject to muitipie simuitaneous interventions, where the impact of 
any given service on such measures as hospitalisation wouid be difficult to determine.
Satisfaction questionnaires are pragmatically appealing in that they are a quick and 
inexpensive means of assessment. They also allow a focus upon issues of specific 
local concern. Unfortunately this superficial appeal brings a host of methodological 
concerns. Stallard (1996) highlights concerns about the content, reliability and 
validity of locally developed survey instruments. Powell at ai. (2004) cite nine key 
limitations of satisfaction questionnaires. In addition to the concerns above, these 
included low response rates, the production of one-off ‘snapshots’, and a tendency 
for satisfaction ratings to be ‘counter-intuitively very high with minimal variability, 
rendering meaningful analysis problematic’ (Powell et a/., 2004, p.14).
This study attempted to overcome some of these limitations by drawing upon 
established survey instruments, aiming for a response rate above 50% and 
establishing a reliable basis for regular surveys by the service. The questionnaire 
design also balanced fixed choice questions with open, free response questions,
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allowing more scope for family concerns to be expressed (Hopkins & Niemiec,
2007).
Aims & Hypotheses
This study aimed to assess family satisfaction with the service provided 
by the family service in a borough in the South East of England through 
a self-completed questionnaire. Given the general tendency of 
satisfaction surveys to give high positive ratings, and the specific 
assessment results from the Somerset service (Stanbridge at ai, 2003), 
I expected that a significant majority would rate themselves fairly or very 
satisfied with the service. General literature about the therapeutic 
alliance (for example Beck, 1995) suggested that joint agenda setting 
for sessions would be associated with more positive rating of the 
therapist. Based upon my experience of the clinic, I predicted that 
families would request more initial information about the service. The  
service itself anticipated ambivalence about the value of the reflecting 
team, with a split of positive and negative views.
Method 
Participants
Each attending member of all families who had either completed or dropped out of 
therapy (six families), and any family that was still seeing the service and had been 
seen on four or more occasions (one family), was invited to complete the 
questionnaire. The survey population was seven families, with a total of 16 
members.
Completed questionnaires were received from 10 of the 16 clients and family 
members meeting the inclusion criteria for the audit, a response rate of 62.5 per 
cent. The responses are summarised in table 1 :
79
Group
Responses
received
Possible
responses
Response
rate
Families 6 7 85.7%
Clients 4 7 57.1%
Family members 6 9 66.7%
Overall
responses 10 16 62.5%
Table 1: Satisfaction Survey responses
Procedures
Permission was obtained to adapt the survey instrument used by Standbridge et al. 
(2003) in their assessment of the family intervention in psychosis service in 
Somerset. A draft was presented to the service and revised in the light of their 
comments. Further changes were made following comments from a specialist family 
therapy service. A copy of the finalised questionnaire (Appendix 3) was then sent by 
post to each family member, together with a covering letter (Appendix 5) and a 
consent form (Appendix 4). Three weeks after the first letter, a reminder letter was 
sent to people who had not responded (Appendix 6).
The requirement to complete a consent form meant that participants were identified 
to the researcher. Given the small survey population, it might have been possible for 
staff to identify specific families from information about number of attendances and 
family membership. The commitment given to respondents, therefore, was that the 
responses would be presented to the service in summary form, and that individual 
comments would be anonymised. The original survey responses were kept by the 
researcher in a locked cabinet and shredded at the completion of the report.
Results
The quantitative data from the survey was entered into SPSS 14 and a descriptive 
statistical analysis carried out. More complex statistical analysis was not appropriate 
to the small sample size. All of the free text responses to open questions were
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collated, common themes identified and the number of occurrences noted. This 
thematic analysis was essentialist/realist in epistemology, theoretically guided, 
semantic in focus and sought to provide a broad, representative summary of 
identified themes (Braun & Clarke, 2006). In the section below, numbers in brackets 
represent the number of participants supporting a particular theme. Where 
comments are quoted, the participant is noted in the format Pn.
Number of sessions attended
Participants had attended a mean of 3.9 sessions (range from 2 to 6, SD = 1.45).
Before the first session
Asked about their thoughts and feelings before the first session, many respondents 
(five) identified general or specific areas where they were looking for help, including 
help with specific symptoms, or family conflicts. Participants reported a range of 
emotions before the first session, most commonly apprehension (three) and 
uncertainty (four) but also hopefulness (one) and excitement (one). Some of the 
apprehension related to a sense that the process would include revelations about 
the family: two respondents reported being ‘unsure about what we were going to 
find’ (P7, P8).
Despite the general feelings of apprehension and uncertainty, there was little call for 
additional information before the first session. One respondent made a strong case 
for additional briefing before the sessions but all other respondents reported 
receiving enough information (seven) or did not respond.
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The lead therapist/interviewer
Response Frequency Percentage
Very well 3 30
Well 4 40
Partly 2 20
Not at all 1 10
Table 2: Lead therapist understanding of families
As table 2 shows, 70 per cent of clients felt that the lead interviewer had understood 
them well or very well with 30% reporting that the interviewer had understood them 
only partly or not at all. Commenting on the helpful qualities of the lead therapist, 
the respondents generally identified ways in which the therapist facilitated the 
interaction by putting people at their ease (three), asking good questions (two), 
listening (two) and understanding (two). One respondent commented on the 
personal qualities of the lead therapist, that they were ‘caring and trustworthy’ (P5). 
Resilience was also noted, with therapists credited with remaining calm (one), and 
trying to remain positive and to tackle issues (one).
Unhelpful qualities were associated with avoidance of difficult topics (two) and failing 
to provide direction for sessions (one):
“ Whenever a difficult topic arose [the interviewer] would gloss over it and try 
to talk about an easier topic. Hence the meetings often lacked direction/ 
purpose and we skated around the real issues.” (P2)
Response Frequency Percentage
Family decided 0 0
Therapist decided 3 30
Agreed together 6 60
No response 1 10
Table 3: Agenda setting for the sessions
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60 per cent of participants reported that the agenda for the sessions had been jointly 
set, with 30 per cent responding that the therapist had decided what was discussed 
during the meetings. Participants who reported joint agenda setting tended to rate 
therapist understanding more highly than participants who answered that the 
therapist decided, but a Mann-Whitney test did not suggest a significant difference 
between the two groups (U=5,z=-1.09 p=.381).
The reflecting team
A number of respondents reported feeling apprehensive about the presence of the 
team (two), one commenting that ‘it felt strange at first’ (P7), but then found the 
experience positive, with interest (one), helpfulness (two) and enjoyment (three) 
noted. Useful functions of the reflection were identified as the way it summarised the 
discussion with the family (one) and the opportunity to get an input from different 
perspectives (one).
Response Frequency Percentage
Very well 3 30
Well 3 30
Partly 3 30
Not at all 1 10
Table 4: Reflecting team understanding
As table 4 shows, 60 per cent of the respondents reported that the reflecting team 
understood what they were saying well or very well, with 40 per cent replying that 
they were only partly or not at all understood.
Response Frequency Percentage
The most helpful part 3 30
One of the helpful parts 4 40
Not very helpful 3 30
Unhelpful 0 0
Table 5: Value of the reflecting team
83
The overall rating of the reflecting team (table 5) was slightly more positive than this, 
with 30 per cent finding it the most helpful part of the service, and 40 per cent 
finding it one of the helpful parts, whereas 30 per cent found it not very helpful.
What help were families seeking?
Respondents identified a limited number of specific issues or stresses that they 
were seeking help with, shown below in table 6.
Issues/problems Number of 
times raised
Improving general or specific family relationships 
Coping with mental health problems
Greater understanding of own or relatives’ mental health problems 
Reducing the stress on carers
4 (40%) 
4(40%)
4 (40%) 
2 (20%)
Table 6: Specific issues/problems for which famiiies were seeking help
60 per cent of respondents replied that there had been improvements in the 
identified issues or problems, 50 per cent reporting that there had been a change for 
the better, and 10 per cent replying that the change was much better (table 7). 30 
per cent of respondents reported that there had been no change.
Response Frequency Percentage
Much better 1 10
Better 5 50
Same 3 30
Worse 0 0
Much worse 0 0
No response 1 10
Table 7: Changes in issues/stresses
70 per cent of respondents replied that the Family Team had helped them 
somewhat in dealing with issues and stresses, with one respondent reporting that it
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had helped a great deal (table 8). For two respondents seeing the Family Team had 
made no difference.
Response Frequency Percentage
Helped a great deal 1 10
Helped somewhat 7 70
Made no difference 2 20
Made things worse 0 0
Made things much worse 0 0
Table 8: Contribution of the Family Team to dealing with issues/stresses
Overall satisfaction
Response Frequency Percentage
Very satisfied 4 40
Partially satisfied 3 30
Partially dissatisfied 1 10
Very dissatisfied 2 20
Table 9: Satisfaction with the Family service
Overall 70 per cent of respondents reported being partially or very satisfied with the 
service from the Family team, with 30 per cent partially or very dissatisfied (table 9). 
Asked what they had liked best, respondents identified elements of the team 
process, such as receiving feedback (two) and having a good discussion (three), 
and also some of the personal characteristics of the team, including their intention to 
help (three), calmness and friendliness (two) and caring and trustworthiness (one). 
The least liked elements were administrative (two comments on restricted session 
times), feeling pressured to contribute (one) and perceived failures to provide 
direction (one), advice (one), insight (one) and to focus on important topics (one).
Discussion
85
Overall findings
The survey results were presented to the service, and their comments and 
recommendations are referred to in the discussion below and summarised in 
Appendix 1. As predicted, overall satisfaction rates were high, with 70 per cent of 
participants reporting being partially or very satisfied. A majority of participants (60 
per cent) felt that there had been some improvement in the areas where they were 
looking for help, and a large majority (80 per cent) felt that the family sessions had 
contributed to this improvement. These rates are consistent with those generally 
reported in mental health satisfaction surveys (Powell et a!., 2004), and could be 
regarded as an acceptable rather than a high rating. Stanbridge et al. (2003) for 
example report 74 per cent of families being very satisfied and 26 per cent partially 
satisfied with a family intervention service in Somerset. However, it could be argued 
that the demand characteristics of the Stanbridge approach, with families being 
interviewed by researchers, would increase the tendency of families to respond 
positively above a postal questionnaire, as used in this study.
The findings were consistent with the prediction that there would be a relationship 
between therapist rating and agenda setting, but this was not a significant result, 
perhaps as a consequence of small sample size. Contrary to prediction, participants 
were generally satisfied with the information received before the first session, 
suggesting that the current approach of providing a leaflet and an explanatory 
telephone call is sufficient.
Given the generally high rates of approval, it is important to focus upon expressions 
of dissatisfaction and their implications (Stallard, 1996). The consistent theme from 
participants in this study who expressed dissatisfaction was that important and 
difficult issues were avoided. This might represent a genuine divergence in view 
between the team and family members about what constituted important topics. In 
discussing the findings of the survey, the family team suggested that a family may 
locate the problem firmly with the behaviour or condition of the identified client, 
whereas a family therapy service might be interested in the contribution of family 
patterns of behaviour. Differences between family and therapist expectations have 
been consistently noted in the literature (Reimers & Treacher, 1995). In discussion, 
the family team were also curious about the extent to which they were maturing as a
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service, and were increasingly able to identify and work with more difficult family 
issues. It was agreed that it would be helpful to repeat the survey after an interval to 
test this perception against family views.
Another important finding was about the general acceptability of the process. There 
were some team concerns that the novel aspects of the service, particularly the in­
room presence of the reflecting team and observers, would provoke negative 
reactions from families. These concerns were not borne out by the survey, with 
initial family anxiety apparently dispelled by the conduct of sessions, and a majority 
of respondents (70%) finding the reflections helpful. Where respondents did not find 
the reflections helpful, this seemed to relate to a failure to meet expectations, rather 
than to unacceptability of the process.
Limitations of the study in drawing conclusions
This power of this study is limited by the general weaknesses of satisfaction surveys 
and the specific limitations of a small sample audit. As noted in the introduction, 
satisfaction surveys are compromised by the use of idiosyncratic instruments with 
limited reliability and validity; in addition to a tendency to high ratings and low 
response rates. This study attempted to overcome some of these issues by 
modifying a published survey instrument and by achieving a high response rate, 
albeit from a small population. The approach had to be proportionate to a service 
that had been established for some 9 months before data collection started, and had 
seen 7 families during this period. A useful comparison might be with the 
methodology used by Hopkins and Niemiec (2007) which used extensive 
consultation with service users in developing a survey instrument, but which had a 
caseload of 694 clients upon which to draw.
Weaknesses and how those might be addressed
Repeating the survey on a regular (perhaps six-monthly) basis would provide a 
larger sample over time, as well as showing changes as the service matures. It is 
also helpful to recognise that user satisfaction provides one perspective on the
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value of a service, and needs to be considered alongside other measures of 
process and outcome to create a more complete assessment. For example, the Did 
Not Attend (DNA) rate for the first six months of 2007 was 12 per cent, which is 
higher than that reported for the Somerset service but compares well with general 
rates for family therapy (Stanbridge et al., 2003). This would support an 
interpretation of the survey results that families generally find this service acceptable 
and helpful.
Implications for clinical practice
A number of actions were agreed by the service following discussion of the findings:
1. To summarise the results and publicise them with referring CMHTs in order 
to raise the profile of the service and increase referrals;
2. To repeat the survey on a six monthly basis, retaining the current questions 
but adding a free text ‘any other comments' facility;
3. In response the one concern about membership changes in the reflecting 
team, to introduce a rule that the composition of the reflecting team would 
only change if unavoidable.
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Appendix 1
Letter from supervisor confirming ethics approval not required and team
discussion of findings
Dr
Department of Psychology 
University of Surrey 
Guildford GU2 7XH
Wednesday, 27 June 2007
Dear Dr
RE: SRRP on satisfaction with a Family Clinic, carried out by Nick McNulty
I can confirm that Nick’s SRRP was a service evaluation which did not require 
formal ethical approval.
The results of the survey were presented to a meeting of the Family Team on 15^  ^
June 2007, and the following actions agreed:
1. To disseminate the results to all CMHTs (Nick would produce a 2 page
summary, and present to team meetings if required)
2. To repeat the survey in 6 months, perhaps with an additional 'any other 
comments' section.
3. To respond to the comment about changes in the reflecting team bringing 
inconsistency by agreeing that the reflecting team would remain unchanged unless 
absences made that unavoidable.
With best wishes.
Yours sincerely.
Consultant Clinical Psychologist
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Appendix 2: Family Team leaflet
THE FAMILY
TEAM
The Family Team
We are a group of health professionals who have a special interest in working with 
families where somebody has been told that they have had a psychotic episode. We 
work together with other colleagues who may be supporting you in your recovery.
Why do we work with families?
When somebody in the family experiences a psychotic episode, it is extremely stressful 
both for the person concerned and for the people with whom they are living and their 
family.
There is now research evidence, which shows that the family/caregivers can strengthen 
the person’s ability to cope and to aid in recovery. One of the main aims of the service is 
to help families identify helpful ways of dealing with the specific problems that they 
meet. The other main aim is to help family members to look after their own needs as 
well as each other’s needs during this stressful time.
Family meetings can also help to ensure that both the family and the mental health 
services are working together.
What sort of help can the service provide?
To build on family strengths.
To identify helpful strategies for dealing with specific difficulties.
To provide information that is relevant to your needs.
To help all family members to understand psychotic experiences.
To help families reduce levels of stress and think about activities that aid recovery 
To help family members support others while attending to their own needs.
To help families think about and plan for the future
To help to maintain clear communication between the family and the mental health 
services.
• To provide an opportunity for members of the family to talk with each other.
How the service operates
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Generally people are referred to the service by professionals involved in their care. A 
member of the family team will contact you to arrange an appointment, which will 
normally last for about an hour.
We would like as many members of your family as possible to attend this meeting. This 
is because if something is troubling one member of a family, it has an effect on all the 
other members, young and old. We find we can be most helpful if we hear everyone’s 
point of view.
When we meet with families we find it is helpful to work as a team. One person will talk 
with you and there will be a team of colleagues present. Their role is to share their views 
and ideas with all of us.
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Appendix 3: Satisfaction Questionnaire
Anytown Family Team
Family Satisfaction Questionnaire 
Q1. Some details about you:
I am (please tick one):
• The main user of mental health services
• A family member
□
• The care co-ordinator
Number of times that I met with the family 
team?
□□□
02. What were your thoughts and feelings before the first meeting with the 
Family Team?
03. Did you feel that you received enough information of what the meetings 
with the family team would involve? If you wanted more, what would have 
been helpful?
04. Did you feel understood by your interviewer?
Please tick the box that applies:
Very well O Well O Partly O Not at all IZI
05. Were there qualities about your interviewer that you found helpful? 
Please describe.
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Q6. Were there qualities about your interviewer that you found unhelpful? 
Please describe.
Q7. Who decided what was discussed during the meetings?
Family decided O
Therapist decided O
Agreed together O
Other n
The next part of the questionnaire will ask you about the reflecting team, who were 
the group of 3 professionals who listened to and commented upon your 
conversation with the lead therapist.
QS.What did you think about having other professionals listening to your 
conversationand commenting upon it?
Q9.H0W well did you think that the reflecting team understood what you were 
saying?
Very well O  Well O  Partly O  Not at all CD
QIO.Did you and your family use anything that the reflecting team said afterwards?
Yes, thought about it later CD
Yes, discussed it with other family members CD
Yes, acted upon it CD
No O
Q11 .Did you find the reflecting team an important part of your experience of the 
Family Team?
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The most helpful part 
One of the helpful parts 
Not very helpful 
Unhelpful
□□□□
Q12.There were also a group of people observing who did not speak during the 
session. How did you feel about having these people present during your session?
013. Were you seeking help with specific issues/stresses? If yes, what were they?
014. Has there been any change in the issues/stresses?
Much
worse
Worse Same Better Much
better
015. Has the Family Team helped you deal more effectively with issues/stresses?
Made 
things 
much worse
Made
things
worse
Made no 
difference
Helped
somewhat
Helped a 
great 
deal
Q16. Overall, how satisfied are you with the service you received from the 
Family Team?
Very dissatisfied O  Partially dissatisfied O  Partially satisfied ED Very satisfied ED
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Q17. What did you like best about the Family Team?
Q18. What did you like least?
Thank you for your help.
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Appendix 4: Consent form 
SERVICE RELATED RESEARCH PROJECT 
Family Satisfaction with the Family Service 
Information and Consent Form for Families
Project Information:
You have been invited to complete a questionnaire about your experience of the 
Family Service. Your feedback will give us a better sense of how useful the service 
is and help us to improve it. If you decide to take part we would ask you to sign the 
consent form below and return it to Nick McNulty (Trainee Clinical Psychologist) with 
the completed questionnaire.
You are under no obligation to participate in the study if you do not wish to and you 
may wish draw from participation at any time. All information collected from the 
questionnaires is confidential and if you decide to take part only the researcher will 
have access to your responses. The Family Team will receive an anonymised 
summary of all of the responses in which individual respondents will not be 
identifiable. If you have further questions please email... or talk to me directly.
Statement of Consent:
I __________________________(your name) have read the above information.
I understand that I may withdraw my consent and discontinue participation at any 
time without penalty or loss of benefit to myself. I understand that data collected as 
part of this project will be treated confidentially, and that published results of this 
research project will maintain my confidentiality. In signing this consent letter, I am 
not waiving my legal claims, rights, or remedies. I will be offered a copy of this 
consent letter to keep.
Please circle Yes or ^  to the following statements:
I consent to participate in the above study. Yes / No
Participants Name;
Signature: Date:
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Appendix 5: Covering letter 1
Dear
Re: Family Team Satisfaction Survey
I am writing to ask you to help us improve the service provided by the Family Team 
a t ... by completing a questionnaire.
I am writing to everybody who has attended meetings with the Family Team to get 
their views on the service. I am asking each family member that has attended to 
complete their own questionnaire. This is part of a research project looking at the 
service, and is intended to help us to improve. All information collected from the 
questionnaires is confidential and if you decide to take part only the researcher will 
have access to your responses. The Family Team will receive an anonymised 
summary of all of the responses and individual respondents will not be identifiable.
I would be grateful if you could complete the questionnaire enclosed and return it to 
me in the envelope provided. If you have any questions please email ...or talk to 
me directly on 0 ...
With best wishes. 
Yours sincerely.
Nick McNulty
Trainee Clinical Psychologist
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Appendix 6: Covering Letter 2
Dear
Re: Family Team Satisfaction Survey
I wrote to you last month asking if you could complete a questionnaire about the 
Family Team to help us improve the service. I am still keen to get responses and 
enclose another copy of the questionnaire. If you would prefer, I am happy to go 
through the questions over the telephone -  contact me on the number below.
I am writing to everybody who has attended meetings with the Family Team to get 
their views on the service. I am asking each family member that has attended to 
complete their own questionnaire. This is part of a research project looking at the 
service, and is intended to help us to improve. All information collected from the 
questionnaires is confidential and if you decide to take part only the researcher will 
have access to your responses. The Family Team will receive an anonymised 
summary of all of the responses and individual respondents will not be identifiable.
I would be grateful if you could complete the questionnaire enclosed and return it to 
me in the envelope provided. If you have any questions please email... or talk to 
me directly on ...
With best wishes. 
Yours sincerely.
Nick McNulty
Trainee Clinical Psychologist
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‘Neutralising the patient': An Interpretative Phenomenological 
Analysis of therapists’ accounts of sexual boundary violations.
ABSTRACT
Sexual contact between psychological therapists and their clients is regarded as 
highly damaging, both to the clients and to the professions. Regulatory bodies 
impose increasingly severe sanctions upon disciplined therapists. Theoretical 
accounts of these sexual boundary violations were generally psychodynamic in 
orientation and observational in character. This study sought to capture therapists’ 
own accounts of sexual contact with clients. Three therapists who had been 
disciplined following sexual relationships with current or former clients were 
interviewed. Analysis of the transcripts using Interpretative Phenomenological 
Analysis suggested that, for these therapists, an important step in enabling the 
relationship was a neutralisation of the client’s status as a mental health patient. 
This was achieved by minimising their mental health problems and emphasising the 
conventionality of the relationship. The origins of the relationship were not revealed 
to supervisors. The course of the relationship had important implications for the 
therapist’s identity, whether they saw themselves as a victim or a perpetrator. An 
important goal for future research efforts was to establish whether these beliefs 
represented efforts to avoid shame or condemnation, or were enabling scripts that 
might facilitate boundary violations. The study generated material for training 
interventions. It also reinforced the central importance of the supervisory 
relationship in helping therapists to avoid sexual contact with clients.
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1. INTRODUCTION
1.1 Sexual relationships between clients and therapists
Having sexual contact with a current client has come to be regarded as one of the 
most heinous ethical breaches that a psychological therapist can commit, with 
‘potential for severe and enduring consequences’ (Smith & Fitzpatrick, 1995, p.499). 
The consequences both for clients and therapists are severe. For clients, sexual 
contact with therapists has been associated with negative long term psychological 
consequences (e.g. Pope, 1990; Simon, 1995; CHRE, 2008b). For therapists, there 
is ‘the very real possibility of losing everything: profession, reputation, family, health, 
income, and life savings.’ (Simon, 1999, p.31.)
In a series of national reports in 2008, the Committee for Healthcare Regulatory 
Excellence (CHRE), the statutory body for healthcare professional regulation, 
highlighted the damage caused by sexual contact:
...in a small minority of cases healthcare professionals have seriously breached 
sexual boundaries with patients or their carers, resulting in several major national 
inquiries and a number of investigations in recent years. These inquiries have 
demonstrated the serious and enduring harm caused to patients when sexual 
boundaries are transgressed. As well as harming patients, sexual boundary 
breaches damage the trust that is vital for the delivery of effective healthcare -  
trust between patient and healthcare professional, and between the public and 
healthcare professions in general. (CHRE, 2008b, p.5)
The section below reviews the response of professional organisations to sexual 
boundary violations, and places these responses in a historical and cultural context. 
The report then goes on to assess the evidence base around the prevalence of 
sexual boundary violations, theoretical accounts of why they take place, and efforts 
at prevention. This review sets a background for the current study of therapists’ own 
accounts of sexual boundary violations.
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1.2 Responses of professional organisations
All major western mental health professional bodies have explicitly proscribed the 
violation of sexual boundaries with current clients (Sarkar, 2004). In some 
circumstances, sexual contact with a mental health client is also a criminal offence. 
Under the Sexual Offences Act 2003, any sexual activity between a person 
providing care and a ‘person with a mental disorder is prohibited whilst that 
relationship of care continues' (Home Office, 2004).
The prohibition of relationships with clients is a relatively new phenomenon. Sexual 
contact between therapist and client was only explicitly forbidden by the British 
Psychological Society in 1996, though it was implicitly discouraged before that date 
by general injunctions to avoid professional conduct that damaged the interests of 
patients or public confidence in the profession (Garrett & Davis, 1998). Very few 
psychotherapists have actively promoted sexual contact with patients as 
therapeutic. A notable exception was McCartney who suggested that sexual 
intercourse was sometimes a therapeutic duty, in which the analyst ‘may have to 
remain objective and yet react sexually appropriately in order to lead the immature 
person into full maturity’ (McCartney, 1966, p.231). Nonetheless, the early history of 
psychoanalysis involved a series of boundary violations and triangular relationships 
in which both Freud and Jung were implicated. It is possible to see the need to 
conceptualise and respond to these transgressions as a powerful engine driving 
early theoretical development: ‘... issues of transference, counter-transference, and 
the optimal level of emotional involvement by the analyst were all forged in the 
context of triangles involving boundary violations.’ (Gabbard, 1995, p.1116.)
Exposure of the levels of sexual contact with clients amongst mental health 
professionals in the 1970s and 1980s generated pressure for regulatory action. The 
initial response of professional organisations was to discourage research and 
suppress findings (Brodsky, 1989). Pope has argued that the response of 
professional mental health organisations to the phenomenon of therapist sexual 
abuse of clients was typical of that of institutions faced with threats to its reputation 
and self-image in which the perpetrators were mostly men and the victims were
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mostly women: minimisation of the problem; obstruction of evidence-gathering and 
vilifying of professionals who spoke out; pathologising of complainants and victim- 
blaming (Pope, 1990). He likened the slow change of attitudes to those that have 
-typified responses to rape, incest and child sexual abuse. In addition to diligent 
campaigning by professional and patient groups, economic pressures played a part 
in securing regulatory change; notably through the loss of professional liability 
insurance sponsored by the American Psychological Association as a result of the 
number of actions being brought by patients because of sexual boundary violations 
(Butler & Zelen, 1977).
Compared to the general condemnation of sexual contact with current patients, 
attitudes to sexual contact with former clients were more varied, but generally 
professional disapproval was growing. Earlier ideas of a ‘cooling off’ period, such as 
the two year interval following discharge endorsed by the American Psychological 
Association in the early 1990s, have been replaced with a view that such contact is 
generally damaging (Gabbard, 1994b). In a recent commentary, Sheather argued 
for a complete ban on relationships with former psychiatric patients (Sheather, 
2009). The damage was seen as arising from the unequal power relationship 
between therapist and former client, and possible misuse of knowledge and 
influence derived from the professional relationship (Halter et al., 2007).
The General Medical Council’s (GMG) current guidance to doctors was that:
You must not pursue a sexual relationship with a former patient, where at the 
time of the professional relationship the patient was vulnerable, for example 
because of mental health problems, or because of their lack of maturity. (GMG, 
2006)
The British Psychological Society (BPS) and British Association for Counselling and 
Psychotherapy (BAGP) guidance was less explicit, but marked a similar shift to 
placing the burden of proof upon the professional to demonstrate that the contact 
was not damaging to the client (BPS, 2006 ; BAGP, 2009). CHRE guidance to 
professionals also placed an onus upon professionals to reflect upon the potential 
for harm in relationships with former clients, and to seek advice from supervisors
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and managers ‘however consensual a relationship appears to be' (CHRE, 2008a, 
p.5).
1.3 Socio-cultural context
1.3.1 Therapist-client sex in popular culture
The tone of general condemnation by regulatory bodies is not matched by the 
presentation of sexual relationships between therapists and clients in popular 
culture. Sexual contact between a therapist and client is much more common on the 
screen than in practice. A recent study of 103 films depicting mental health 
professionals concluded that nearly a quarter of film psychiatrists and therapists 
abused sexual boundaries (Gharaibeh, 2005). An examination of the impact of a film 
upon the attitudes of a group of undergraduate psychology students suggested that 
it reduced reservations abouttherapist-client relations (Schill eta!., 1990). Whilst 
media coverage of actual cases was often highly critical of the professionals 
involved, in films and drama fidelity to romantic attraction was often valued above 
adherence to professional duty, a popular discourse that may contribute to reduced 
client resistance to relationships with therapists (Halter at a i, 2007).
1.3.2 Finding the right language
One of the difficulties in writing about sexual contact between therapists and clients 
was in finding an appropriate language. Perhaps because the researchers were 
themselves having to defend their work in the face of indifference or hostility from 
colleagues, the tone of writing about sexual contact between therapists and clients 
could be judgemental, at times marked by an interpretative perspective that 
combined overt moralising with simplistic psychology:
...these clinicians were not acting as therapists. Rather they were engaged in 
self-serving, need-fulfilling behaviour which had high reinforcement value. 
(Butler & Zelen, 1977, p. 142)
Comparisons of sexual boundary violation to incest (Kardener, 1974), or of the 
therapists responsible to paedophiles carried a high emotional charge:
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There is an immediate, aversive reaction to such therapists who, like child 
abusers, have taken advantage of those who are emotionally dependent 
upon them. (Celenza, 1991, p.502)
In drafting the results of this study, the research team reviewed the available terms. 
‘Sexual boundary violation' conveyed a useful sense of a transgression of 
acceptable professional behaviour that was harmful to, or exploitative of, a client 
(Gutheil & Gabbard, 1998). It was, however, not specific in terms of the behaviour 
depicted. In the survey literature, respondents were often requested to define sexual 
contact with a patient themselves. For example, nearly 25 per cent of the positive 
respondents in a survey of British psychologists reported sexual contact with a client 
that did not include genital contact (Garrett & Davis, 1998). ‘Therapist-client sex’ 
was also used, but seemed more appropriate to short-term liaisons than long term 
relationships that may last for years and include marriage.
Similar problems were found in relation to a term for the responsible mental health 
professional that would not significantly bias the reader. In the literature, therapists 
who reported sexual contact with clients were variously described as ‘therapists', 
‘therapists who transgress sexual boundaries’, ‘violators’, ‘offenders' and ‘therapist 
perpetrators' (Celenza, 1998; Gabbard, 1994a; Garrett & Davis, 1998; Pope, 1993; 
Parsons & Wincze, 1995). The sexual contact was described as ‘engaging in sexual 
intimacies', ‘therapist-patient sexual contact', ‘sexualised dual relationships', ‘sexual 
abuse of patients' and ‘therapist sexual abuse' (Celenza, 1998; Garrett & Davis, 
1998; Celenza & Hilsenroth, 1997; Pope, 1993; Parsons & Wincze, 1995). These 
different terms clearly point the reader towards more empathie or condemnatory 
perspectives. As the goal of this study was to examine mental health professionals' 
own understanding around their boundary violations, the research team opted to 
use the terms ‘therapist’ or ‘participant’ in describing the results of this study. Given 
the duration and nature of the sexual contact described, ‘sexual contact', ‘sexual 
boundary violation' and ‘sexual relationship' were the terms used to describe the 
relationships. The research team remained aware that this ran the risk of ‘sanitising’ 
exploitative behaviour;
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The use of sanitized terminology, such as “boundary violation” should not 
obscure the fact that some of these encounters have more in common with 
other sexual offences than with ordinary clinical practice and are no less 
serious or culpable simply because they are couched in these terms. (Halter 
et a i, 2007, p. 16)
Some of the difficulties of maintaining an appropriate stance on this topic are 
explored in the section on personal perspectives below.
1.4 Prevalence of sexual contact between therapists and clients
The literature review focussed upon studies of sexual contact between clients and 
mental health professionals providing psychological therapies, specifically 
psychologists, psychotherapists and psychiatrists. The theoretical literature has 
focussed particularly upon the factors involved when the relationship between 
professional and client was a therapeutic one, whereas different influences may be 
involved in an inpatient or residential setting (Halter et a i, 2007). Nonetheless 
boundary violations have been reported across all the mental health professional 
groups, with the evidence suggesting similar levels of sexual contact (Borys & Pope, 
1989; Parsons & Wincze, 1995).
Despite the explicitness of professional proscription, therapists continue to be 
convicted of sexual relationships with their clients. Survey data has suggested that 
about 5-6 percent of therapists have at least one sexual relationship with a client in 
their career (Lamb & Catanzaro, 1996). There does seem to have been a decline in 
frequency, with reports from the 1970s suggesting approximately 10 per cent of 
male therapists had engaged in some form of sexual behaviour with at least one 
client, whilst reports from the mid-1980s and later suggested rates of 2-3 per cent 
(Somer & Saadon, 1999). In the only UK based survey to date, 3.5 percent of 581 
psychologists returning a questionnaire reported sexual contact with a current (one 
third of these respondents) or discharged patient (two thirds of this group) (Garrett & 
Davis, 1998).
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Two major approaches have been used to assess prevalence: directly by surveying 
therapists about their own boundary violations or indirectly by asking therapists 
about client disclosure of relationships with previous therapists. Figure 1 below 
shows the prevalence rates reported in major surveys of both kinds. Additional 
sources of information have included state psychology-licensing disciplinary actions 
(Pope, 1993). The systematic sources of bias in self-report, such as the self­
selection of participants, the social desirability of disguising sexual boundary 
violations, and the potential penalties of disclosure, were all likely to produce under­
reporting. As Figure 1 illustrates, other therapist reported rates were much higher 
than self-reported rates. The difference may be because of multiple reporting of the 
same therapists. Given the potential sources of bias, ‘the most realistic way of 
reading these reports is therefore to regard them as studies of reporting behaviour, 
more than studies of actual incidence or prevalence of boundary violations.’ (Halter 
et al., 2007, p.38.)
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Two consistent findings are important to draw out. There was a strong and 
persistent finding across specialties and time that perpetrators were most commonly 
male and victims were mostly female. For example in a survey study of American 
psychiatrists with 1423 participants, 88 percent of the sexual contacts occurred 
between male psychiatrists and female patients (Gartrell et al., 1986). Reported 
studies have shown ratios of between 2.3 and 8.1 male therapists having sexual 
contact with one or more client for each female therapist (Garrett & Davis, 1998).
The second finding was the existence of a sub-group of perpetrators responsible for 
multiple boundary violations, a 'sociopath repeat offender’ group (Gutheil &
Gabbard, 1992). For example, one respondent in a survey of North American 
psychologists reported being involved in post-discharge relationships with more than 
ten clients (Lamb et ai, 1994). These ‘predatory’ therapists were also characterised 
as showing features of anti-social or severe narcissistic personality disorder, being 
mostly male, and using patients as objects for their own sexual gratification 
(Gabbard, 1994a). Features of this presentation included multiple victims, difficulty 
for colleagues and employers in confronting unethical behaviour, limited success in 
disciplinary proceedings, and pessimism about rehabilitation (Schooner et ai,
1989).
The size of this ‘repeat offender’ group was a touchstone issue. As the variations in 
the use of language described above suggests, attitudes towards the therapists 
responsible for sexual boundary violations could be highly polarised in the literature. 
Researchers trying to establish prevalence were interested in raising awareness 
about the scale of the problem, and often had a more judgemental bent (for 
example. Pope, 1993; Parsons & Wincze, 1995). Pessimism about therapist 
rehabilitation seemed to be associated with this perspective:
The best single predictor of exploitation in therapy is a therapist who has
exploited another patient in the past. (Bates & Brodsky, 1989, p. 141)
By contrast, researchers whose primary source of information was derived from 
their professional practice of providing assessment and treatment for therapists who 
had committed boundary violations estimated ‘repeat offenders’ at around one
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quarter to one third of their caseload, and remained more optimistic about 
rehabilitative efforts generally (Celenza & Gabbard, 2003; Schoener et al., 1989).
Both perspectives contained possible sources of unacknowledged bias. For 
researchers who campaigned for a tougher regulatory stance on boundary 
violations, the spectre of the ‘recidivist’ therapist was a valuable one. Holroyd and 
Brodsky used this term in a highly idiosyncratic way to describe multiple sexual 
contacts between a therapist and the same client, where a more typical usage 
would imply multiple clients (1977). For researchers whose clinical practice involves 
working with these therapists, hope in their redeemability was not just a laudable 
therapeutic stance; it was also a business continuation strategy:
Do we believe people can change? If we do not, we are in the wrong
business. (Celenza & Gabbard, 2003, p.491)
1.5 Training, prevention and rehabilitation
Increasing awareness of sexual boundary violations by therapists in the 1980s led to 
interventions intended to reduce the likelihood of sexual conduct (prevention) and 
reduce the risk of repetition (rehabilitation). The literature around rehabilitation 
displayed the same polarisation of views as has been described for the prevalence 
literature above. For example. Pope argued that there was little evidence that 
rehabilitative approaches, generally involving intensive psychotherapy, education 
and supervision, were effective, and cited conjecture by The American Psychiatric 
Association of a ‘recidivism rate’ of at least 80 percent for sexual misconduct (Pope,
1990). Others were more optimistic, identifying personal acceptance and ownership 
as vital steps in rehabilitation, as ‘rehabilitation is not an option until this acceptance 
occurs’ (Celenza & Gabbard, 2003, p.622). An empirical difficulty for both positions 
was the limitation of outcome data: the low complaint rate amongst clients, 
estimated at less than five per cent, meant that the absence of complaint was 
neither an indicator of success, nor of failure.
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Preventive strategies focussed upon incorporating education about sexual boundary 
violations into professional training. Provision was limited, and clinicians have 
frequently reported very little focus on avoiding sexual boundary violations in 
training (Jackson & Nuttall, 2001). A number of pilot programmes have found that 
introducing material on boundary violations into the training of mental health 
professionals was well received and led to attitudinal change (Vamos, 2001). A 
variety of training approaches have been suggested, including conference formats 
providing instructional information and small group discussions which allowed more 
personal reflection (Rodolfa et al., 1990). Education and training was central to the 
NHS strategy on reducing sexual boundary violations:
Education and training on clear sexual boundaries has an important role to 
play in preventing boundary transgressions by enabling students and 
healthcare professionals to explore the issues, to recognise and handle 
situations where there is a risk of sexual boundaries being breached and to 
report concerns. (CHRE, 2008b, p.5)
For practicing clinicians, the use of supervision to explore risk was advocated. 
Walker and Clark (1999) suggested that supervision needed to change to reflect the 
changing delivery of mental health care into community settings in which the strict 
management of boundaries was impractical. The presence of boundary violations, 
and reflecting on their meaning and significance, should be a particular focus for 
supervision in reducing risk. Too much confidence in this approach needs to be 
balanced against the ability of therapists to elude supervision. Pope (1990) reported 
the case of a psychologist who was able, following rehabilitation efforts for sexual 
boundary violations, to conduct a sexual relationship with a patient whilst under 
intensive post-rehabilitation supervision. Jackson and Nuttall (2001) have 
suggested a number of personal strategies intended to minimise the risk of 
boundary transgressions, including the practice of self-awareness, active use of 
supervision and the discussion of boundary crossings with colleagues and 
supervisors.
More fundamentally, it was not clear that either the educational interventions or the 
use of supervision were based upon a theoretical model of how boundary violations
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take place. Given that these interventions aimed to increase knowledge or 
emotional awareness, they must characterise sexual boundary violations as errors 
of knowledge or self-awareness. As the section below describes, most accounts of 
therapist-client sexual contact originated in psychodynamic understandings of 
personality structures and interpersonal interactions, and allocated an important role 
to unconscious processes. By their nature, unconscious motivations are not readily 
accessible to conscious contemplation. An account of the role of more accessible 
cognitive processes is badly needed, not least to underpin preventive strategies.
1.6 Theoretical accounts of sexual boundary violations
As a way of approaching a substantial literature, the section below uses Ward and 
Hudson’s meta-theoretical framework for classifying theories (Ward & Hudson,
1998). Ward et al. have used this structure productively in relation to theories of sex 
offending (2006). The framework allocates theories to a level of generality of focus: 
immediate offence process (level I); single factor explanatory theories (level II) and 
multi-factorial explanatory theories (level III).
At the level of offence processes, there was only one widely used theory of sexual 
boundary violations: Simon’s elegantly-named ‘slippery slope’ model (1995). This 
hypothesis suggested that the relationship between therapist and client began with 
minor boundary violations, ‘crossings’, such as personal disclosure or non-sexual 
physical contact and progressed by gradual steps to a sexual one. Support for this 
hypothesis has come from a number of sources. In a self-report survey, 
psychologists who admitted to sexual relationships with clients also had a higher 
rate of non-sexual boundary crossings on 17 out of 18 items (Lamb & Catanzaro,
1998). Retrospective reports from clients who had sexual relationships with 
therapists also suggested a pattern of sexual contact preceded by progressive 
boundary violation, in which personal disclosure was a key element (Somer & 
Saadon, 1999).
At Level II, there was a profusion of single factor theories based around 
psychodynamic accounts. In psychodynamic terms, sexual boundary violations were
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generally understood as ‘enactments’, the acting out of unconscious impulses 
(Gabbard, 1994a). Sexual attraction was a commonly reported element of 
therapeutic relationships (Garrett & Davies, 1998). This was not surprising, as the 
good therapeutic relationship meets many of the identified requirements for intimate 
relationship-forming, such as trust, disclosure, proximity and familiarity (Hazan & 
Shaver, 1994). Therapists might mistake the fantasy element of the therapeutic 
relationship for reality, and might have difficulty in acknowledging hostility in 
themselves or their clients, particularly because they rely upon relationships with 
clients to manage their own low self-esteem (Celenza, 1998).
Psychotherapists whose clinical practice included numbers of therapists referred 
because of sexual boundary violations had generated a series of typologies of 
therapist presentations. Schoener and colleagues categorized seven kinds of 
‘sexually exploitative therapists’ (Schoener et al., 1989). The categories were 
essentially psychodynamic classifications of psychopathology, ranging from ‘healthy 
or mildly neurotic’; through ‘sociopathic or narcissistic character disorder’ to 
‘psychotic or borderline personalities’. Gabbard proposed that there were essentially 
four kinds of therapist who had sexual contact with their clients: a small group 
suffering from psychotic disorders; a group of predatory psychopathic or severely 
narcissistic therapists; and a ‘lovesick’ presentation, in which the therapist had a 
strong need for validation, to be loved and idealised, and used their contact with 
patients to regulate their own self-esteem. The fourth group was therapists who 
‘masochistically surrender’ to their clients’ demands for demonstrations of caring 
(Gabbard, 1994a; Gabbard, 1997).
These accounts are heuristically useful, but offered little more than broad brush 
observational categories, and in the absence of explicit criteria had little predictive 
value. A more detailed and nuanced account was offered by Celenza, based upon 
her assessments and therapeutic work with transgressing therapists. This identified 
a number of common issues including longstanding neediness, unresolved low self­
esteem, powerlessness, a restricted awareness of fantasy, a history of boundary 
transgressions by a parental figure and an inability to cope with negative 
transference (1998). The analysis was supported by a more systematic examination 
of the personality characteristics of therapists who had sexual contact with clients
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using standardised personality inventories (Celenza & Hilenroth, 1997). Unusually in 
the literature, the latter study also included a comparator group. Unfortunately, 
rather than a group of therapists, the comparator group was a general population 
sample, reducing the scope for meaningful interpretation of differences.
Working with Gabbard, Celenza has made the only identified attempt to link several 
factors into a comprehensive, multi-factorial Level I theory that included both 
aetiological characteristics and the immediate offence chain. Their account included 
a role for situational factors (life crises such as divorce or bankruptcy), intrapsychic 
factors (unconscious guilt, a grandiose defensive structure, intolerance of 
aggression) and interpersonal factors (the replication of childhood traumas in the 
therapy, a rescue fantasy with an abused patient, or the mismanagement of 
aggression or suicidality) (Celenza & Gabbard, 2003).
Whilst this was the most complete theoretical account of boundary violations, it also 
had a number of significant limitations that are characteristic of the literature. The 
findings were observational rather than predictive, and offered no assessment of 
whether they were effective in distinguishing therapists who committed sexual 
boundary violations from those who did not. The psychological mechanisms were 
formulated in psychodynamic terms, making them difficult to operationalise and test. 
Moreover, this approach meant that interventions also needed to be formulated in 
psychodynamic terms.
1.7 Limitations of the literature
In order to give a broader view of the factors that may influence sexual contact 
between therapists and clients. Table 1 below draws upon the temporal dimension 
of Ward and Hudson's meta-theoretical framework. It divides factors into more 
immediate triggering influences -  proximal factors - and developmental 
vulnerabilities -  distal factors (Ward & Hudson, 1998). A ‘coping’ category has been 
added to the Ward and Hudson framework to include the systemic factors that are 
thought to reinforce therapists’ capacity to avoid sexual contact with clients.
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Table 1: Factors influencing therapist-client sexual contact
Proximal factors
(stressors or triggers)
Age, experience and status
• Median age 42-43 (Garrett & 
Davis, 1998; Bouhoutsos et 
al, 1983; Gartrell et al.
1986)
• Longer post-qualification 
professional experience -  
weak correlation (Garrett & 
Davis, 1998)
• High status, education & 
professional training (Pope 
e ta l, 1979)
Em otional state o f therapist
• Vulnerability, neediness, 
loneliness (Butler & Zelen, 
1977)
• Distress (Celenza & 
Hilsworth, 1998)
Stressors
• Relationship/marital 
difficulties (Butler & Zelen, 
1977)
Client factors
• past history of sexual abuse 
(Somer & Saadon, 1999)
• diagnosis of borderline 
personality disorder 
(Guthiel, 1989)
Distal factors
(Vulnerability as a result of 
genetic factors, personality or 
dispositional traits or learning 
________processes)________
Gender 
•  Male consistent finding
Personality/psychodynam ic types
•  Seven categories (Schoener et 
al., 1989)
• ‘lovesickness to masochistic 
surrender’ spectrum and 
predatory therapists (Gabbard, 
1992)
• traits -  narcissism (Clamen, 1987)
• Homosexual orientation -  weak 
correlation (Garrett & Davis, 1998)
Learning theory
• Personal history of sexual abuse 
(Jackson & Nuttall, 2001)
• Sexual relationship with educator 
(Lamb & Catanzaro, 1998) (Pope 
et al, 1979) (Garrett & Davis,
1998)
• Experience of boundary violations 
by parental figures (Celenza,
1998)
Beliefs
•  Permissive attitude to non-sexual 
boundary violations (Garrett & 
Davis, 1998) (Lamb & Catanzaro, 
1998)
• Belief that non-erotic physical 
contact is acceptable (Kardener et 
al, 1976)
• Belief that patients could benefit 
from sexual contact (Garrett & 
Davis, 1998; Gartrell et al 1986)
• Commitment to removing power 
differentials (Gartrell e ta l., 1994)
Behavioural patterns
• Frequent non-sexual boundary 
crossings/ violations (Lamb & 
Catanzaro, 1998).
• History of sexual boundary 
violations (Bates & Brodsky,
1989).
Social context
• Media/cultural portrayals of 
therapist client sexual contact
_______ as frequent, positive_________
Coping factors
(influences which 
may reduce risk)
Exposure to training 
about boundary 
violations in 
professional training 
A trusting 
supervisory 
relationship and 
regular supervision 
Explicit and widely 
disseminated 
professional rules 
Service factors -  
chaperoneing, 
reception 
arrangements, 
physical layout of 
consulting rooms
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Table 1 summarises the therapist, client and situational factors that the literature 
implicated in sexual contact between therapist and patient. A number of limitations 
and gaps were apparent. Where contributory factors are identified, the interaction 
between them was generally not investigated. For example, a common finding was 
that therapists who have sexual relationships with their clients were mostly male, 
typically older and more experienced therapists (Sarkar, 2004). It was not clarified, 
however, whether age was a risk factor in itself, perhaps in the form of a mid-life 
crisis; or a cohort effect from a time when sexual contact between therapist and 
clients was less unacceptable; or a marker for the accumulation of associated risks 
such as marital breakdown. Similarly, there was no examination of whether 
professional seniority and experience of personal therapy were risk factors, for 
example through conveying a sense of professional arrogance and entitlement, or a 
reduced inclination to supervision, or were merely confounded age effects. The 
absence of cohort or prospective studies contributed to a position in which ‘there is 
no agreement in the literature about which characteristics in the professional are 
predictive of sexual boundary violation’ (Halter et al., 2007, p70).
A counter to the tendency to focus on individual failings was the evidence that 
organisational culture could play a large role in the maintenance of boundaries. 
Reviewing the ‘egregious violations of ethical behaviour’ by Masud Khan in his 
treatment of Wynne Godley, Sandler and Godley traced a line of boundary violations 
from analyst to analysand, from Freud and Klein through Winnicott to Masud Khan, 
such that it became possible to talk about sexual boundary violations as a kind of 
original sin, transmitted intergenerationally between therapists (2004). 
Psychoanalysts whose own training analysts had a history of boundary violations 
were often found to have similar difficulties in later years (Sandler & Godley, 2004).
As has been noted, many preventive strategies implied a role for conscious 
awareness of knowledge and emotion in avoiding sexual boundary violations. 
However, the contribution of therapist’s beliefs and ways of seeing the world to 
sexual boundary violations has only been examined through anonymous surveys. 
Outside of a psychodynamic framework, there has been little exploration of the 
experience and understanding of the therapists involved in boundary violations, their 
perceptions about the pattern of events and its significance, the way in which they
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account for and justify their behaviour. Against a background of such strong 
professional disapproval, to take part in a sexual relationship with a client, the 
therapist would need to overcome a number of internal and external obstacles, 
‘including internal barriers, professional deterrents, environmental impediments, and 
the possible resistance of the patients’ (Garrett & Davis, 1998, p.255). As table 1 
highlights, there have been suggestions that the beliefs of therapists who violate 
sexual boundaries might differ from those of other therapists in areas that 
specifically relate to therapist-client sexual contact: that they might have more 
permissive attitudes to physical contact and non-sexual boundary violations (Garrett 
& Davis, 1998; Lamb & Catanzaro, 1998) ; that they might be more inclined to 
believe that clients could benefit from sexual contact (Garrett & Davis, 1998; Gartrell 
etal., 1986).
A useful model for thinking about therapists’ attitudes and beliefs, imported from the 
sex offender literature, is the idea of implicit theories. The concept has come from 
the repeated observation that the descriptions of their offences by convicted sex 
offenders are ‘odd’ in that they are consistently marked by misinterpretation of 
sexual cues, minimisation of harm, ideas about children’s interest in sex and 
seductiveness (Gannon, 2009). There is an unresolved debate about whether these 
comments are self-serving post hoc rationalisations, designed to bolster self-esteem 
and reduce shame, or whether they are also the product of sex offenders’ personal 
history, and act not only to rationalise but also to facilitate abuse (Marshall et al., 
2009; Ward etal., 2002).
1.8 The focus of the present study
In this study I sought to access the accounts of therapists who had had sexual 
relationships with patients, in order to examine the decision-making and justificatory 
process that accompanied the boundary violations. Findings from this study would 
be helpful in terms of further explicating the process by which therapists 
transgressed boundaries with clients, providing a unique protagonist perspective, 
and might contribute to preventive work. Specifically, it would complement the 
identification of risky behaviours, such as disclosure and making appointments late 
in the evening, by highlighting the patterns of thought and self-justification that 
accompanied the transition to sexual boundary violation. This material could be
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used by therapists in terms of personal reflection, to highlight possible risks in 
supervision, and in trainee practitioner education.
METHOD 
2.1 Use of the first person
From this point onwards, I am writing in the first person. The use of the first person 
fits with my chosen methodology. Interpretative Phenomenological Analysis, which 
supports the taking of a reflexive position, acknowledging that the researcher’s 
perspectives and biases contribute significantly to the version of the participants’ 
meaning making that is produced in the research. I also wanted to recognise the 
courage of the participants, contributing to research about actions for which they 
had been publicly censured, by openly acknowledging and standing behind my 
interpretations and judgement. In discussion with my supervisors, I agreed that the 
use of the first person in the introductory section was likely to be unhelpfully 
distracting.
2.2 Qualitative methodology
I had both methodological and epistemological reasons for taking a qualitative 
approach. This study was an attempt to establish how a sample of mental health 
professionals made sense of, and accounted for, their violations of professional 
boundaries. The aim was to engage, in an exploratory and in-depth way, with the 
participants’ understanding of their motivation and actions. This provided one 
reason for using a qualitative methodology: qualitative research is not primarily 
aimed at generalizing but rather seeks to gain an in-depth analysis (Touroni &
Coyle, 2002). The epistemological reason had to do with the nature of the inquiry. 
The unethical conduct of which the participants had been publicly found guilty meant 
that having a ‘neutral’ discussion would be impossible: their answers to questions 
would necessarily be affected by social desirability, and by their sense of how their 
answers were being received. To suit this inquiry required a research philosophy in 
which meaning was seen as co-constructed between researcher and participant 
within a social context.
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2.3 Rationale and theoretical explanation of Interpretative 
Phenomenological Analysis (IRA)
There are a number of qualitative methods that could be chosen to analyze personal 
accounts derived from interviews (Richardson, 1996). The choice of Interpretative 
Phenomenological Analysis (IPA) for this material fitted with the research aims of 
the study: to capture the individual meaning making of practitioners whilst actively 
acknowledging the dynamic process between the researchers’ interests and the 
participants’ perspectives (Smith et al., 1995). IRA is a phenomenological method of 
inquiry. Events are seen as having meaning only when they are filtered through the 
participant and researcher perspectives. This double perspective incorporates both 
the participants’ way of making sense of the world, and the researcher’s 
interpretation of their understanding (Smith & Osborn, 2003). As I have argued in 
the introductory section above, the perspectives of researchers were a source of 
often unacknowledged bias in writing on sexual boundary violations. This study was 
concerned with ethical issues upon which I did have views, and IRA provided a 
framework for acknowledging and incorporating those researcher views within the 
interpretation of participant accounts (Smith & Osborn, 2003). Given the focus in the 
professional role of therapists in articulating thoughts and feelings, I also anticipated 
that they would be able to describe their experiences at a level of sophistication that 
would provide appropriate material for an IRA approach (Willig, 2001).
2.4 Design and procedure
2.4.1 Criteria for participants
The selection criteria for the study were that participants should be mental health 
professionals who had been found in breach of professional standards because of 
sexual contact with a client or ex-client. The breach must have been investigated by 
a professional body, and publicly reported. As well as helping to increase participant 
numbers, this recruitment strategy was intended to reduce some ethical conflicts, 
described below.
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2.4.2 Participants
I identified potential participants from disciplinary notices in The Psychologist and 
the reports of disciplinary hearings on the websites of the British Association for 
Counselling and Psychotherapy^ and the General Medical Council (GMC). 
Additional information was obtained through a Freedom of Information request to 
the GMC.
Table 2: Potential and actual participants
Profession Potential
participants
identified
Letters
sent
No
response
Letter
returned
undelivered
Participation
declined
Interviews
completed
Clinical
Psychologist
13 10 7 0 2 1
Counsellor/
psychotherapist
6 4 2 0 1 1
Psychiatrist 21 10 6 1 1 1
Total 40 24 16 1 4 3
As table 2 indicates, I identified a total of 40 mental health professionals for whom 
there existed public reports of disciplinary action as a result of sexual relationships 
with clients. I obtained physical or electronic addresses for 24 of the potential 
participants. These were found in a two stage process. Initially, demographic 
information was obtained from the internet, principally from press reports of the 
disciplinary actions. This was then used to conduct an address search through an 
internet site that gave access to the electoral record. In this way, I obtained recent 
addresses for the potential participants. In some cases, it was possible to cross­
check these addresses against other internet records, for example business 
websites. For some, these cross-checks produced e-mail rather than physical 
addresses. Where more than one possible address existed, no letters were sent. 
There remained a risk, discussed in the ethics section below, that the invitation 
letters would go to the wrong person or an out-of-date address.
 ^ The temporary withdrawal of psychoanalytic practitioners from this organization under the auspices 
of the British Psychoanalytic Council may have reduced the number of psychoanalytic therapists 
invited to participate.
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It might be questioned why anybody would want to participate in such a study, given 
that it involved being questioned about experiences that might be embarrassing and 
traumatic. It was the research team’s view that participants would be motivated by a 
combination of personal curiosity and a desire to tell their story, a view that was 
partly confirmed in practice. Participants did express some surprise at being 
contacted, and in some cases were unaware of the details of the disciplinary action 
that were publicly available. No potential participant expressed anger or distress at 
being contacted. Of the four contacted people who actively declined to participate, 
three gave no reason. One potential participant declined on the basis of the time 
required for the interview.
I interviewed three people for the study, two males and one female. Their 
professions were clinical psychology, counselling and psychiatry. As their main 
intervention with the clients was the provision of psychological therapy, they are 
referred to throughout as ‘therapists’. Two therapists were primarily Cognitive 
Behavioural in approach, the other psychodynamic. Their ages at the time of 
interview ranged from 48 to 53, with a mean age of 51. In order to reduce the 
likelihood that they would be identified from this report, the participants were given 
pseudonyms, and references to their profession and disciplining professional body 
were excluded in extracts from the interviews.
Brief details of their circumstances, which reflect common ground between the 
disciplinary reports and the participants’ own accounts, follow. Helen conducted a 
sexual relationship with a current male client for a number of months. The 
relationship was disclosed by the client’s partner. Helen was suspended by her 
professional organisation, but has now resumed work in the mental health field. 
David began a relationship with a discharged female client following the end of 
treatment. The relationship lasted for over a year, during which time they lived 
together and became engaged. Some time after the end of the relationship, the 
client took legal action that resulted in David’s dismissal and exclusion from his 
professional organisation. He now works in another field. Chris began a relationship 
with a discharged female client. The relationship lasted for three years and they 
became engaged. The relationship ended when a series of complaints by the client
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resulted in David’s suspension by his professional body. David has resumed work in 
the mental health field.
2.4.3 Data collection
The main source of data was interviews with participants. A semi-structured 
questionnaire consisting of open ended questions was used, for its flexibility in 
capturing complexity or process (Smith et al., 1995; Smith & Osborn, 2003). The 
questions were based upon a review of the literature and discussions with my 
research supervisors (Appendix 1).
2.4.4 Setting
I gave participants the choice of conducting the interview either in person or over the 
telephone. One participant chose a face-to-face interview, two opted for telephone 
interviews.
2.4.5 Procedure
Having obtained physical or e-mail addresses in the way described above, I sent 
participants an invitation letter (Appendix 2). The wording was intended to conceal 
the topic of the study from non-participants. People who responded were sent a 
more detailed Participant Information Sheet (Appendix 3) and consent form 
(Appendix 4). On receipt of the signed consent form, I made contact to arrange the 
interview.
The interviews were tape-recorded and were between 50 and 90 minutes in length, 
with a mean length of 67 minutes.
2.5 Ethical considerations
The research proposal was initially rejected by the local committee of the National 
Research Ethics Service. The Committee raised concerns about the value of the 
research, the proposed methodology, potential risk to participants and the lack of 
support mechanisms for them. I made a detailed response to the Committee on
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these points, and the study was accepted at resubmission. The full correspondence 
is attached at Appendix 5. The arguments regarding the value of the research and 
the proposed methodology have been incorporated into the introduction and 
methods sections above. The Committee’s concerns on the central question of 
avoiding harm to participants are discussed at greater length below.
The Ethics Committee was understandably concerned that receiving the participant 
recruitment letter, and taking part in the study, would serve as a reminder of 
shameful or distressing past events and would re-traumatise potential participants. I 
argued that I had considered a number of alternative recruitment strategies but 
concluded that these were unlikely to reach potential participants, for example 
through journal advertising. Open advertising for participants had been unsuccessful 
in previous studies of this topic, possibly because of fear of exposure (Butler &
Zelen, 1977). Moreover, there was a danger that general advertising would recruit 
participants whose sexual contact with clients had not been investigated. Clinical 
Psychologists are obliged by their professional code of conduct to report incidents of 
unethical practice such as sexual intimacy between professionals and clients (BPS,
1999). I did not want to invite people to participate in a study and then need to report 
their disclosures. Participants were advised both in the Participant Information 
Sheet, and at the start of the interview, that the study would focus upon the 
investigated and publicly reported incidents, and that if they disclosed further 
incidents then I might be obliged to report these to their professional body. I also 
considered asking professional organizations, such as the British Psychological 
Society, to contact potential participants on my behalf. My view was that this would 
probably increase anxiety about the confidentiality of the process.
I reviewed the evidence that being asked to take part in the study would be 
traumatizing. I believed that the widespread coverage of sexual boundary violations 
in the media and popular culture meant that participants’ memories would be 
frequently triggered, without participants having the opportunity to process them. For 
example, widespread coverage had been given in the previous two years to the 
Kerr/Halsam inquiry^ and the case of Beechy Colclough^. The subject of sexual
 ^An inquiry into the sexuai abuse of patients in North Yorkshire by two psychiatrists over a period of 
20 years.
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relationships that violated professional boundaries was also a common one in 
popular drama. The film ‘Notes on a Scandal', which depicted a relationship 
between a teacher and a pupil, was a recent example. As has been previously 
mentioned, the frequency of therapist-client sexual contact was exaggerated in 
popular culture (Gharaibeh, 2005).
Moreover, there were many examples of research studies that involve discussing 
difficult or traumatic events in which potential participants were directly contacted. 
For example, in the field of reproductive health, Ogden and colleagues have 
undertaken a series of studies of women’s experiences of prematurely ending 
pregnancy, interviewing women who had recently undergone an abortion; who had 
undergone a miscarriage; or who were reflecting later upon their experience of 
abortion (Harden, & Ogden, 1999; Ogden & Maker, 2004; Goodwin & Ogden, 2007). 
These studies used a number of different recruitment procedures, including direct 
contact with potential participants whilst still in the clinic and publicly displayed 
adverts around a university. In another example of a study of Post Traumatic Stress 
Disorder, researchers sent a letter to the home address of victims of assault who 
had been treated at Kings College Hospital, London to ask them to take part (Kleim 
et ai, 2007).
Finally, there was little evidence of adverse reactions from participants in research 
covering difficult or traumatic events. In the main, participants have reported 
welcoming the chance to talk to someone about their experiences. Looking at 
adverse reactions to participating in a trauma-focused research interview, Newman 
et a i found that a large proportion reported gaining from the experience (1999). A 
small number reported subsequent upset, but the majority of these women did not 
regret taking part. Griffin et ai, examined the impact of trauma research 
participation upon survivors of domestic violence, rape and physical assault (2003). 
Results indicated that participation was very well tolerated by the vast majority of 
trauma survivors, and that most participants found the assessment an interesting 
and valuable experience. Similar conclusions have been drawn in reviews of 
participant reactions to telephone surveys that included questions about violent
 ^ A psychotherapist who was removed from the professional register following allegations from a 
number of clients that he had had sexual relationships with them.
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victimization (Black et al., 2006) and the overall risks and benefits of taking part in 
trauma research (Newman & Kaloupek, 2004).
As a result of the Ethics Committee’s concerns, I made some specific changes to 
the study. I included a new warning to participants about the disclosure of new 
incidents. I also added additional support mechanisms for participants in the form of 
an opportunity for a further conversation with the researcher and greater information 
about psychological service availability in their area.
I found the discussions with Ethics Committee difficult but very valuable. I was 
obviously anxious that my study should receive approval. More importantly, 
however, I shared some of their worries: was I really justified in re-evoking 
memories of difficult events for people in this way? Was this research or journalism? 
Reviewing the evidence, and presenting it to the Committee, was an echo of my 
internal debates, and in winning over the Committee I also persuaded myself.
2.6 Analysis
There is no set methodology for I PA analysis (Smith et a!., 1999). I employed the 
general analytical principles suggested by Smith and Osborn (2003) and Willig 
(2001). I chose to follow an idiographic approach to analysis, working with individual 
transcripts before looking at themes across the transcripts.
The participant interviews were transcribed verbatim from the recordings. I then 
read the first transcript twice, each time making notes on the left-hand margin which 
highlighted phrases that seemed significant, my interpretations, responses and 
questions in relation to the text. I then went through the transcript again, this time 
noting on the right-hand margin specific categories that seemed to be repeated 
throughout the text (A sample section of annotated transcript can be found at 
Appendix 6). These categories were then grouped in a single table and ‘boiled 
down’ by eliminating repetition, returning to the original text to ensure that I was not 
eliding different meanings. I then grouped these sub-themes into a smaller number 
of super-ordinate themes by identifying linkages and connections.
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I repeated this process for the second transcript, regrouping the sub-themes in the 
light of the new material, and deriving a combined set of master themes for the first 
and second interviews. This process of assimilation and revision was followed for 
the third transcript. I then prepared a table which grouped the sub-themes, each 
supported with quotations from the transcripts (Appendix 7). In discussion with the 
project supervisors, I tested and modified the narrative that connected the master 
themes, regrouping the sub-themes in the light of this revised structure. Finally I 
returned to the original transcripts and re-read them, looking at the ‘goodness-of-fit’ 
with the overall structure and super-ordinate themes. Through this re-reading, some 
further changes to the overall structure and groupings were made.
The final modifications were made as I wrote up the study results, in a continual 
iterative movement between my writing and the interview transcripts.
2.7 Ensuring the quality of the research
As the traditional empirical research concerns with reliability, validity and 
generalisability are less relevant to qualitative approaches, I have applied the 
factors identified by Yard ley (2000) as characteristic of good qualitative research as 
a more useful benchmark for assessing this work. Adherence to standards around 
transparency and coherence and the impact and importance of the work are built 
into the report, and can be judged by the reader. I want to comment explicitly on the 
standards around context, commitment and rigour.
2.7.1 Sensitivity to context: personai reflections
I have attempted in the introduction to provide a context for this study in terms of 
historical research on the topic of sexual boundary violations, highlighting the 
potential for bringing understandings from other areas such as the study of sex 
offenders. A key part of the context is the personal history, beliefs and attitudes that 
the researcher brings to the process. I want to say something here about my values, 
interests and assumptions and how these might have influenced my interaction with 
participants, and my interpretation and communication of the data (Elliot et al.,
1999).
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My initial interest in this study was a mix of curiosity and empathy with the therapists 
involved. I had an appalled fascination with the calamitous consequences of sexual 
contact with clients, both for the client and the professional, a sense of unfolding 
tragedy. There was also something of the ‘there but for the grace of God go I’: an 
awareness of my own vulnerability. I had neither conducted a sexual relationship 
with a client nor treated a client who reported this history. However, like many 
therapists, I had experienced sexual attraction to clients. Sexual attraction in the 
therapeutic relationship is a widely experienced phenomenon, with only 12-15 
percent of therapists reporting that they have not had such an experience (Pope et 
al., 1986).
Perhaps I tended to minimise the impact of sexual contact between therapist and 
client, influencing my questioning of the terminology which surrounds sexual 
boundary violations, the likening to paedophilia and incest, described in the section 
on language above. One indication of this was that I tended to describe the 
therapist-client contact as a ‘relationship’, bringing a set of assumptions about 
mutuality and duration. By contrast, the disciplinary reports suggested a range of 
contacts ranging from single therapist-led sexual acts to lasting relationships. At the 
same time, I was anxious about being seen to take the topic too lightly, to condone 
sexual relationships between therapists and clients. The literature contained a 
salutary case of a psychologist who lectured widely on the need to see therapists 
who had sex with clients as distressed individuals in need of understanding and 
rehabilitation, only to be subsequently unmasked as a serial offender (Pope, 1990). 
Did I, in John Major’s immortal phrase, need to ‘condemn a little more and 
understand a little less’ (MacIntyre, 1993)? If I was feeling a little guilty, there was 
plenty of bracing disapproval in the literature:
When our profession ceases to tacitly condone, passively tolerate, or actively 
collude with the sexual abuse of patients...the trust that both patients and the 
public are able to bestow on the profession may be of a far more realistic 
character and may be more genuinely deserved. (Pope, 1990, p.236)
However, one of the dangers of a focus on severe disciplinary responses to sexual 
boundary violations is that it encourages a view that such offences are committed by
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criminal or damaged clinicians who have little connection with the mainstream of 
mental health care (Gutheil & Gabbard, 1992). Such a demonizing approach does 
little to prepare therapists for coping with the probability of experiencing sexual 
attraction themselves in a therapeutic relationship, and may make it difficult for them 
to reflect upon such feelings in supervision (Bridges, 1998). Some researchers 
argued that this was a form of parallel processing, a replication of the 
compartmentalization that produced vulnerability to boundary violations: ‘It disavows 
vulnerability and, perhaps grandiosely, denies fallibility as well.’ (Celenza &
Gabbard, 2003, p.636.) My own experience as a trainee clinical psychologist was 
that sexual attraction in therapeutic relationships was not covered in training, and 
raising the issue in relation to a specific client in supervision would have felt like a 
brave step. Aware of my own vulnerability, I was more drawn to alternatives to the 
‘bad apple’ model, and suggestions that ‘all therapists should be aware of their 
‘trouble spots’ around boundary issues’ (Halter et al., 2007, p.67).
These views made me very conscious that the research could not be a neutral 
activity: although I had offered the participants the opportunity for a ‘non-judgmental 
conversation’ in fact judgment was everywhere. It was certainly very present in the 
participants’ minds, and they made frequent reference to the experience of being 
judged by peers, employers and professional bodies. In writing up the study, I 
sometimes felt torn between my desire to remain loyal and respectful to the 
participants -  not to hold them up to harsh scrutiny or character judgments -  whilst 
not holding back in interpretation.
I was prevented from being too moralising by a sense that the whole project was 
morally dubious, that I wasn’t really entitled to ask these questions, that I was no 
better than a tabloid journalist. I was particularly conscious of this during the face-to- 
face interview, conducted in a participant’s home. Able to see her expressions and 
body language, I was much more aware of the participant’s difficulty in describing 
painful events, and her ongoing emotional involvement in the process. The 
participant’s concern about privacy heightened my sense of her vulnerability:
Helen: OK, so right, and how do I know you are who you say you are?
I: Ah yes, would you like to see some I.D.?
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Helen: Yes, I have been approached by some kind of newspaper a little while 
ago and, OK....fine.
My ongoing anxiety that the research was not far removed from a tabloid newspaper 
investigation made me very sensitive to suggestions that my interest in participants' 
relationships was prurient, as my guilty start at Chris’s request for clarification 
confirms:
Chris: I dunno, what do you want to know about it [the relationship] really?
I: I guess I’m just interested in the course of it really. You know, you can tell 
me what you want to about it really. I’m not particularly interested in poking 
into the details but just to, you know, to understand the trajectory.
The impact of these constructions on the power balance between researcher and 
participant was complex. On the one hand, these were professionals whose 
disciplinary proceedings I had access to, and who were conscious of being to some 
degree defined by their offence. On the other, they were a hard-to-reach participant 
group who I was very eager not to alienate, and they were senior professionals with 
years of experience, against my studenthood.
Celenza and Gabbard have written interestingly about the complex range of feelings 
evoked in a therapist contemplating another’s sexual boundary violations: disbelief, 
victim-blaming, extreme repudiation of the transgressor, identification and 
separation (Celenza & Gabbard, 2003). Some of this mixed response was apparent 
in the reaction of colleagues and supervisors to the topic of study: intrigued, 
scandalised, aroused, sceptical that anyone would agree to talk, warning darkly that 
‘there’s a lot of it about’ and ‘had I heard about so-and-so...?’ Over the course of 
the study I think that I ran the gamut of these emotions, and that they influenced my 
interaction with the participants. I think that I was largely able to stick with the idea 
that the focus was on the way in which the participants had made sense of events, 
not upon the factual veracity of their accounts. However, my reaction to individual 
participants was also coloured by the way in which they positioned themselves, and 
I found the candour of one participant, who accepted some responsibility, and 
recognized some damage to the client, easier to endorse than the way in which the
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other participants saw themselves as the injured party, and the client as escaping 
without consequences. There was a parallel here with attitudes to denial amongst 
convicted sex offenders. Although the evidence base suggested that there was no 
link between continuing denial and unsuccessful rehabilitation, failure to admit 
responsibility continuesd to be regarded very negatively, both by lay people and 
professionals (Yates, 2009).
2.7.2 Commitment and rigour
I think that I demonstrated my commitment to the subject by continuing with it 
through an ethics rejection and re-submission. It was always a high risk subject, in 
the sense that there was a lot of skepticism about whether it would be possible to 
recruit participants, and again I demonstrated a preparedness to take that risk.
The number of participants was not as large as I would have wished. However, for a 
controversial topic, with a small potential recruitment pool, the level of participation 
was respectable. Moreover the candour and thoughtfulness of the interviewees, and 
their preparedness to speak at length produced, I think, very rich data.
I took the opportunity to test my interpretations with my research supervisors, and 
with a peer group of qualitative researchers at the university. Whether I engaged 
with the data with sufficient respect for complexity and variation, the reader will have 
to judge.
RESULTS
3.1 Overall Summary
The three participants accounted for their relationships with clients and former 
clients in ways that neutralised the client’s status as a patient, not revealing the 
origin of the relationship and stressing its conventionality. The subsequent re- 
emergence of the clients’ mental health problems, and the dissolution of the 
relationships, had significant implications for the identity of the therapist.
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The sections below describe the themes in greater detail, evidence them by extracts 
from the transcripts, and discuss the themes in the context of my interpretations and 
the literature.
3.2. Master theme one: Neutralising the client’s ‘patientness’
3.2.1 Summary of theme
The neutralisation of the clients’ ‘patientness’ provided a narrative arc for the 
establishment and breakdown of the therapist-client relationships. This master 
theme traced how the therapist’s perception of the clients’ mental health problems 
supported the initiation and maintenance of the relationship. When the problems 
were seen as minimal, boundaries were dissolved, and a conventional relationship 
was possible. An important feature of the relationship was the perceived absence of 
a power imbalance. When the client’s mental health problems loomed much larger, 
the boundaries were re-asserted. The presentation of the relationship as entirely 
conventional seemed forced, a tension that was apparent in the therapists’ 
reluctance to disclose to supervisors that the relationships had originated in the 
consulting room. When disclosure was made, it was involuntary, brought about by 
events. The client was then seen as a destructive force, associated with powerful 
images of madness, and the therapist’s survival required the reinstatement of 
boundaries. Table 3 below gives the themes that constitute this super-ordinate 
theme.
Table 3: Master theme one - Neutralising the client’s ‘patientness’
No Sub-theme
1 Client’s presenting problems are slight and amenable to treatment
2 Course of relationship is conventional and consensual
3 Idealised relationship of equals
4 Sex and therapist’s needs are not important
5 Origins of relationship are not discussed
6 Client is mad or bad
7 Avoid relationships with clients
133
3.2.2 Client’s presenting problems are slight and amenable to treatment
In the interviews the therapists tended to see their clients’ presenting mental health 
problems as slight. They were not a serious cause for concern, and the therapist 
was confident that they were manageable within the setting. Chris’s client ‘didn’t 
really need medication, she needed a bit of psychotherapy’. The nature of the 
client’s presentation was seen as common and expected, an aspect of mental 
health in which the participant was well versed:
[the client] was referred to me with depression, anxiety and panic attacks. 
Very, very typical of primary care presentations. Severe enough to be seen 
by myself, not severe enough to be referred on to the CMHT. (David)
This view of the client’s difficulties was not necessarily shared by observers: Chris’s 
view that the client’s mental health problems were ‘quite minor...wasn’t the 
[professional body] view at all’.
Whilst the client was seen as a patient, the therapists had effective strategies for 
managing boundaries, even in complex areas such as maintaining a therapeutic 
relationship whilst coping with sexualised transference:
She did carry on expressing sexualised transference from time to time. Every 
time she did so I would reiterate the boundaries. (Chris)
Just make this clear to the counsellor, to the client, this is what’s happening, 
it’s a recognised thing, and it may be there, but I’ve got my own life, and I 
may be a very different person to the person you see in the therapy room. 
(David)
He asked me if he could see me outside of therapy and I said no, that wasn’t 
possible. (Helen)
Once the clients were not seen as a patient, these strategies needed no longer 
apply.
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If there were difficulties, then they were well within the technical proficiency of the 
therapist:
I assessed him, I treated him, everything was fine...(Helen)
I had a lot of experience of treatment of people with abuse experiences and 
suicidality and in fact had published a number of papers, research papers on 
this so it wasn’t that I was completely out of my depth in respect of that.
(Chris)
The apex of this professional confidence was David’s description of the impact of 
treatment:
The clinical side of things, it went very, very well...normality had been 
achieved.
And again:
[the client] made, you know, a complete recovery, gained complete relief from 
what it was she’d been going through.
I experienced this as a startlingly bold claim about the impact of treatment that went 
beyond normal clinical confidence. It could be interpreted as hubristic, and there 
may be an element of this, but it also seemed to me to be a strong assertion of the 
client’s normality. There was now no reason why the client should be seen as 
vulnerable as a consequence of mental health difficulties. This perceived reduction 
in mental health problems seemed to be a pre-condition for the contemplation of a 
relationship, as the client no longer needed to be thought of as a patient, but could 
be contemplated as a potential partner. Chris described this process of being able to 
think of the client in a new way as their mental health problems apparently reduced:
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I mean in a sense my concern about her had reduced over time because she 
was still alive and I suppose it was sort of like I then started to think of her in 
a more positive way I suppose and yes and that’s why I phoned her.
I interpreted this as a levelling out of status between therapist and client that 
facilitated the crossing of boundaries. For Helen, whose relationship was with a 
current patient, the dynamic was different but comparable. In Helen’s account, the 
movement towards equivalent status came through the foregrounding of her own 
difficulties:
I was very ill and he was the only one who was close to me.
This role reversal of therapist and client, in which the therapist sees themselves as 
needy and vulnerable, has been identified as a frequent precursor to boundary 
transgression (Gabbard, 1994a).
It might be argued that it was not unreasonable for the clients’ patient status to be 
minimised: after all, for the two participants in relationships with former clients, the 
patients had been discharged and there was (some) elapse of time. Certainly this 
seems to have been the initial view of employers and professional bodies, as both 
relationships were subjected to internal investigation at an early stage:
The Trust discussed it with the [professional body], and the [professional 
body] and the Trust both agreed that it wasn’t an issue because she had 
been an ex-patient. (Chris)
So all the notes, everything, they’d interviewed [the client], they’d interviewed 
myself and I’d continued in practice. (David)
It was my view, however, that this process of minimising the clients’ mental health 
problems was significant because of the way these problems strongly re-emerged at 
a later stage, and the idea that they were slight or had been resolved was exposed 
as illusory. In order for a client to be a suitable partner for their therapist, it seemed 
to be important to be able to think of them as ‘not being a patient’. This process
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might be seen as a way of overcoming internal objections to sexual transgression 
(Finklehor, 1984). Most therapists would consider it exploitative to enter into a 
relationship with a vulnerable and unstable patient, but might have less objection to 
a relationship with a fully recovered, ex-client.
3.2.3 Course of relationship is consensual and conventional
The second mechanism at work was the way in which the relationships with clients 
were seen in a normalised way, following a predictable and conventional course.
Initial meetings took place in non-health service settings: a café (Chris), a gym 
(David).
We met you know, went to cafés, you know, like every two or three weeks 
over a period of months I suppose. So you know it was sort of a relatively 
slow process. (Chris)
As in the example above, there was nothing sudden or precipitate about these 
relationships, no excess of passion. Rather they were consensual and negotiated, 
moving at an appropriate pace. This extract from the interview with David was 
typical of a sustained presentation of the relationship developing in a conventional 
and unexceptional way:
I saw [client] two, possibly three times, just a brief acquaintance of, you know, 
‘Hello. How are you? How’s your exercise going?’ That sort of thing...What 
happened was... the acquaintance developed into becoming friendly, 
friendlier, and certainly by the end of [the year] we’d formed a relationship.
Even for Helen in her relationship with a current client, the triggering event took 
place during therapeutic activity out of the clinical setting -  a visit to a graveyard -  
and it was the very normality of seeing the client in a domestic setting that was 
experienced as the tipping point:
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That’s what pushed it for me, meeting his partner and meeting his children 
and you know being part of a normal ritual, having a cup of tea with some 
people.
This normality continued to be an important aspect of the relationship:
We went, we’ve been out as a family several times. I really enjoyed that. I 
went to his house, spent time with his partner and the children. That was 
nice.
In some ways these were relationships that were anything but clandestine. In two 
cases the therapists became engaged to their former clients:
We became engaged .... Decided to set up home together. All of this was 
properly considered. We went through lawyers, you know, all the rest of it.
We bought, we bought a property together and we started living together. 
(David)
For David, this normalisation continued throughout the interview:
...forming relationships with ex-clients and I don’t know what your research 
call has shown you to date but what this article was saying is that its far more 
common that people are prepared to give acknowledgement to.
3.2.4 Idealised relationship of equals
The relationships were seen as consensual, a meeting of equals. David remarked 
that the client ‘was a trained therapist herself. Chris stressed the absence of an age 
difference, in a way that seemed intended to convey an absence of exploitation:
The patient was the same age as me, so it wasn’t, it wasn’t as if you know 
she was a very young person.
There was something idealised about the relationships. David described the client 
as a ‘fabulous person to live with, bright, intelligent, caring, considerate.’ For Chris,
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the first three years seemed to be a very healthy and positive relationship’. When 
David described buying a farm with his then fiancé, and Helen talked about living in 
a remote cottage in a wood, with the client bringing her shopping, there was a 
quality of rural idyll, even of fairy tale to these partnerships. Helen captured a sense 
of self-deception in this idealisation:
I tried to make the best of it, y’know. And you know, convince myself that it 
was worthwhile or y’know that it didn’t matter if I’d lose my job because we 
had each other.
I saw these descriptions as important in conveying the participants’ sense of the 
power balance in their relationships, in a similar way to the minimization of the 
clients’ mental health problems. Power imbalance was one of the widely cited 
reasons for avoiding relationships with both current and former clients (Gabbard, 
1994b). David explicitly rejected the idea that this concept applied to his 
relationship:
There’s no indication of any power differential either between [client] over me, 
or me over [client]. It was a, how can I put it, it was a friendship that 
developed from an acquaintance, with which the friendship deepened. There 
were nothing from it to suggest any sort of power imbalance.
In the literature, minimisation of power imbalances has been one of the justifications 
offered by the therapist for sexual contact with a client (Gabbard, 1997; Gartrell & 
Sanderson, 1994).
3.2.5 Sex and therapists’ needs are not important
Participants described considerable variance in the extent to which they saw the 
relationships as meeting their needs. Two of the participants seemed to define the 
relationships primarily in care giving terms, and to regard sexual intimacy as 
unimportant.
From David’s perspective, there seemed to be few needs to meet. At the start of the 
relationship he ‘certainly wasn’t looking for anything’; there was ‘nothing intimate at
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air. For Helen, the relationship was seen primarily as meeting the therapist’s needs 
for support at a time when she was deeply troubled:
I was pretty lonely really.
The only thing I could do was ask him to help me to do my shopping, which 
he did once a week.
Similarly Chris acknowledged that the relationship was partly geared towards 
meeting the therapist’s needs:
What had been happening in my personal life was that I, I, my sort of 
marriage was breaking up basically. So I guess putting those two things 
together basically that’s probably why I made contact with her.
For two of the participants, sexual intimacy was described as unimportant:
We had some kind of sexual relationship at a certain point but that certainly 
wasn’t important to me. (Helen)
The idea that, you know, intimacy on the, I don’t know the sexual intercourse 
side of things, didn’t mean anything to either of us. It wasn’t an important part 
of the relationship. (David)
I found this stress on sex not being a major part of the relationship surprising, and 
interpreted it as reflecting the participants’ need to see themselves as not primarily 
motivated by sexual desire in forming a relationship with a client. For these two 
participants, the relationships were primarily described in terms of connectedness 
and commitment, to the exclusion of romance, physical attraction and sexual 
consummation. In Sternberg’s triangular theory of love, these might be defined as 
‘companionate love’, a kind of long-term, committed friendship (Sternberg, 1986).
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3.2.6 Origins of reiationship are not discussed
For the two participants in relationships with former clients, their sense of the 
legitimacy of the relationships was partly undermined by awareness that they 
avoided disclosing the origins of the relationship. There was also a fragility about 
their belief that they were acting within professional guidelines.
The knowledge that the basis of the relationship was therapist-client contact seems 
to be uncomfortable, and the participants reported some concealment of the origins 
of the relationship:
At this stage wasn’t discussed with my supervisor. Although it was fairly 
common knowledge, it wasn’t, I didn’t, I never disclosed that [client] had been 
a client of mine. (David)
I mean I did, well, I did discuss it with one particular colleague but somewhat 
indirectly so she, she didn’t know I was talking about an ex-patient basically. 
So I suppose, no, so I wasn’t fully open about it. (Chris)
There was a sense of these relationships being technically within the rules, but not 
meeting the higher standards of conduct that might be expected by colleagues and 
others:
I mean it was legitimate in terms of [professional body] rules, what I thought 
of how generally people interpreted them, but at the same time I sort of knew 
that you know if I discussed it with certain colleagues they would frown upon 
it. So yeah, so there was sort of two sides to it really. (Chris)
In a similar vein, when discussing the professional body recommendation that at 
least two years should elapse between discharge and the start of a sexual 
relationship between therapist and client, David commented:
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That applies to a clinical psychologist, because I’m not a clinical psychologist 
so it doesn’t apply to, it applies to clinical psychology alone. It certainly 
doesn’t to any other designation.
For Chris, this covertness was particularly problematic because he saw openly 
discussing his plans and intentions with the clinical team as an important defence 
against unmanaged boundary violations:
In order to protect oneself against, against doing things slightly out of the 
ordinary one has to discuss them with the team and document it in the 
records that you’ve done this and this was the reason for it, in order to not be 
viewed negatively.
This openness was seen as giving protection both against your own behaviour and 
later scrutiny. For David, not disclosing was his one failure in an otherwise 
blameless course of action:
With hindsight, yes, definitely I’d have spoken to my... line manager sooner 
and clinical supervisor.
When it happened, disclosure was not planned, but was brought about by events. 
For two participants, it was the re-emergence of the former clients’ mental health 
problems that enforced disclosure, re-identifying them as patients:
I’d disclosed it to my employer because one of the difficulties was, that she 
may very well have needed hospitalising. (David)
She had admitted briefly to the ward, one of the wards where I worked 
previously, and I was a visitor on the ward so, clearly, you know 1,1, everyone 
would know that this was going on, you know. (Chris)
I interpreted these acts of concealment, the narrow interpretation of professional 
rules, as ways of denying the problematic basis of the relationships. Holding secrets 
from supervisors has been identified as one feature of the enactment of boundary
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violations (Gabbard, 1997). For Helen, the illicitness of the relationship was 
inescapable, and required a more conscious process of self-deception:
I think I dissociated to a certain extent. Pretended as if this was it for me. Of 
course it wasn’t...
3.2.7 Client is mad or bad
The re-emergence of the clients’ mental health problems was ‘a bolt out of the blue’ 
(David), experienced as a sudden, blinding revelation in which the participants’ 
situation became shockingly apparent:
So I asked him to go and then he went with a carrier bag full of medication 
and pills and I thought 'Oh my God’. Then I was frightened. I thought ‘Oh my 
God, they’ll find him on the moor somewhere and then I’ll hang’. (Helen)
She’d also attacked me physically. Totally out of character. There was far 
more increased aggression. Multiple calls to my ex-employer. To the police. 
She’d, neighbours had found her troubled and troublesome (David)
In contrast to the way the clients’ mental health problems were initially presented as 
mild and amenable to treatment, the clients were now portrayed in dramatic images 
of madness and instability: inpatient admissions, Jeckyll and Hyde unpredictability, 
the presence of helicopters and dogs. These images had much in common with the 
alarming portrayal of madness in popular culture (Wahl, 1995) and firmly re­
established the identity of the clients as ‘patients’.
The dramatic re-emergence of ‘patientness’ punctured the earlier confidence that 
the clients’ problems were minimal, and instead the client was seen as 
unpredictable and manipulative, mad or bad:
He was very clever. Oh yes, incredible. And that’s of course what my ex had 
been as well, very manipulative. (Helen)
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[The client] was a reprehensible individual. She’d changed her name. She’d 
been deported from the USA. She had a history of fraud. She had a history of 
allegations against other NHS staff. She was on the make, basically. (David)
I mean you know it (suicidal threats) was an expression of distress but there 
was also. I’m sure it was partly manipulative as well. (Chris)
In this mode, for two of the participants, the client was seen as a threat, and the 
relationship not one of care giving but of possible destruction:
She would try and draw me back into the relationship but, but at the same 
time would be trying well to destroy me I suppose. (Chris)
It was obvious to me then that what she was after was money and if a by­
product of that was destroying my career then so be it. (David)
With the clients now firmly re-identified as ‘patients’, the therapists reasserted the 
boundaries, and ended the relationships:
Having seen the letter, you know, it was clear to me that the relationship 
wasn’t a goer at all so I mean I guess I chose to end it (Chris)
What we’d agreed was that the relationship should come to an end. I just 
couldn’t, I couldn’t live with it any longer. (David)
I knew if I wanted to move at all I had to break all the ties, so that’s what I did. 
I told him that I didn’t want to see him anymore. (Helen)
The therapists all saw themselves as taking control over the ending of the 
relationship. This seemed a significant change in tone for relationships that had 
been characterized as being between equals. As well as the personal impact of the 
loss of a valued relationship, this sudden re-emergence of the clients’ mental health 
problems was experienced by two of the participants as a blow to their professional 
identity: their confidence in their professional knowledge and acumen was shaken. 
This is considered at greater length in the identity master theme below.
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3.2.8 Avoid relationships with clients
The therapists’ final view of the clients with whom they had had relationships 
displayed a lot of variability, in a way which seemed to reflect the identity position in 
which they had been left by these events. Chris saw the failure of the relationship in 
terms of the client’s vulnerability and the interaction between them:
I suppose the way I understand it is that sort of although she wrote these 
things which weren’t true, basically she was fearful of getting married, and yet 
she wasn’t able to be straight with me I guess.
For Helen, the client bore a heavier responsibility for events, but it was also possible 
to acknowledge his vulnerability:
I don’t hate him cos underneath all this manipulation was lot of childishness 
really. He was a big bloke and he portrayed himself as being stronger than he 
actually was, but he was quite vulnerable himself.
Whereas for David it was difficult to go beyond the client’s culpability:
But as I say, she was, certainly what was found out, was that she was a 
highly reprehensible individual who had changed her name, had been 
involved with this sort of thing before.
The participants’ views on the advisability of relationships with clients or former 
clients were consistent with these interpretations of culpability. Where the client was 
seen as primarily responsible, avoiding relationships with clients was seen as a 
question of self-protection:
Never go anywhere near an ex-client. (David)
Where responsibility was seen as shared, the product of an interaction, avoiding 
relationships with clients was also a means of protecting them:
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So I can say in hindsight I’ve done wrong but and I think in order to protect 
clients, in order to protect clients from therapists and there are predatory 
therapists no doubt, which most of the issue is about, there has to be some 
guidance that protects clients from such therapists really. (Chris)
3.3 Master theme two: Therapist -  hero, victim, perpetrator
3.3.1 Summary
This master theme traces the impact that the vicissitudes of the relationships, 
mediated above through the concept o f ‘patientness’, had upon the participants’ 
identity and sense of themselves as a professional. For the participants these 
relationships with clients were particularly significant for their sense of self because 
they also involved their professional identity. Initially the relationship is congruent 
with a knowing, heroic therapist position -  the client is open to knowing, and 
professional knowing was seen as superior to lay knowledge. The re-emergence of 
the client’s mental health problems was a threat to professional identity, and left the 
therapists seeing themselves as gullible and naive. Confidence in professional 
structures, such as supervision, was impaired. The disciplinary inquiries were 
perceived as harsh and judgemental, and raised questions about the nature of 
evidence. There was a powerful impact upon the identity of the therapist, who saw 
themselves as defined, outwardly marked by the offence. The available identity 
options, defined socially and by the disciplinary processes, were of victim or 
perpetrator. As a victim, the therapist saw themselves as overwhelmed by external 
pressures and their own needs, or the innocent dupe of a manipulative client and an 
unfair disciplinary process. As a perpetrator, the therapist must take some 
responsibility for the client’s distress, and their possible contribution to it. Taking part 
in the research was seen as an extension of the judgment process.
Table 4 below gives the key sub-themes that constitute this super-ordinate theme.
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Table 4. Master theme 2: Therapist -  hero, victim, perpetrator
No Sub-themes
1 Knowing the client
2 Judgment
3 Being defined by the offence
4 Therapist as victim
5 Taking part in the research
3.3.2 Knowing the client
Work was clearly important to the participants' sense of identity:
I don't really need to work, but after two or three months of doing nothing 
gosh it’s mind-numbing. I don’t look forward to retirement at all (David)
That’s what I focussed on. Get back into work. Get back into work. That’s 
what I’ve been doing. (Helen)
An important part of the professional status was clinical knowledge, and this was 
privileged over lay understanding:
Certainly from the naive side, from the police side of things, that she, they 
thought that she needed to be admitted to the acute psychiatric unit. It would 
have been wholly inappropriate. (David)
I mean they’re mainly lay people I suppose so that’s maybe not so surprising. 
(Chris)
The therapeutic relationship with the client was a demonstration of competence, and 
the clients were seen as open to professional knowing:
This gentleman was referred for an assessment. I assessed him, I started to 
treat him, everything was fine... (Helen)
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Her HONOS scores, what do you call it, the CORE scores, the self-report 
measure, everything, she was well below the clinical cut-off point. (David)
The client sort of revealed as sorts of aspects of abuse experiences which 
hadn’t been about although she’d had psychotherapy several times in the 
past with others. (Chris)
The confidence with which the therapists allocated both diagnostic categories and 
levels of severity to their clients, was a manifestation of this professional gaze. Here 
the gaze was both professional, and that of a potential lover. I imagined that what 
might be reflected back, in the adoring look of the ‘cured’ client, was the therapist as 
‘hero’. Paradoxically, the construction of a conventional relationship with a well 
person rested upon the therapist being effective and knowledgeable. In order to 
judge the client’s level of illness, the therapist must be insightful and knowledgeable. 
To be able to ‘cure’ the patient, they must be an effective clinician. In the self-image 
that was reflected back to therapist in the clients’ adoring eyes, this was what they 
saw: the therapist as hero.
Yes, she’d made, certainly from a personal point of view, the clinical side of 
things, it went very, very w e ll... Normality had been achieved. Some week or 
two later she wrote myself a thank you letter, wrote a letter to the GP, all that sort 
of stuff. (David)
There is a sense in which the therapist’s professional identity was tied to seeing the 
client as recovered, because that reinforces their narcissistic position as a 
successful therapist. Searles described this as the ‘appeal which the g ratifying ly 
improving patient makes to the narcissistic residue in the analyst’s personality, the 
Pygmalion in him’ (Searles, 1959, p. 187).
As the clients’ ‘patientness’ re-emerged, they became mysterious again, their 
motivation opaque, no longer open to the professional gaze. For David, there were 
things about the client that had ‘never come to light’, that were beyond his 
professional experience: he had ‘never seen anything like it before clinically’. For 
Chris, only provisional conclusions could now be drawn about the client:
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She would say ‘OK that’s fine’ but actually still not intend to go. So you know I 
think there probably was that, can’t be 100% sure of course.
Rather than knowing, the professionals came to see themselves as naive and 
unknowing:
With hindsight, why did I believe that or you know? But I was very gullible, 
very naïve. (Helen)
So I was well I was naive and in the dark and a bit blinded. (Chris)
I found the hint of Oedipus in Chris’s confession irresistible. It spoke to me of an 
element of tragedy about these stories of rise and fall, of basically good people 
undermined by a fatal flaw, perhaps of caring too much, or being blind to their own 
desires.
The cost of the shift from knowing clinician to naïf was a loss of professional 
confidence:
So I was sort of shocked, partly that I misjudged her personality so much and 
that she obviously had much larger problems than I anticipated. (Chris)
Certainly the view, well it’s the view put to me by the solicitor and the 
barrister, was that I’d been suckered into something which hurt. (David)
A further effect was a shaking of participants’ belief in the robustness of clinical 
structures. All three participants expressed doubt about whether supervision could 
have made a difference:
It would have to be a good supervisor you know? Cos I was ill at that time. 
(Helen).
For one participant, events threatened their confidence in psychology as an 
evidential discourse, its forms of knowledge becoming inferior to legal discourses:
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No matter how well you think you know somebody, there were an awful lot in 
H’s background that never came to light until it been investigated by a 
solicitor and a barrister. (David)
3.3.3 Judgement
Perhaps unsurprisingly, the participants experienced the investigations and 
disciplinary processes as harsh and Kafkaesque. Information was withheld:
I wasn’t allowed access to, or access to submit, this important data in my 
defence. But on the civil side, the Trust, in order to defend itself, were using 
that information. (David)
The process was interminable:
So the Trust investigated me for about nine months...and then they referred 
me to the [professional body], who investigated me for another two years. 
(Chris)
The authorities were experienced as unresponsive and unwilling to listen:
I’ve sent them report after report of my own accounts to which I’ve had no 
reply whatsoever. (Helen)
The participants did not feel able to effectively represent themselves, to 
communicate their understanding of events in a way that would be accepted:
I went through a procedure with them and basically they said: ‘we believe the 
Trust not you’. (David)
One’s experience is that basically the [professional body], even with your 
documentary evidence, the [professional body] doesn’t necessarily believe 
that. They prefer to believe another witness, who hasn’t got documentary
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evidence, but is trying to recall these events from eight to ten years ago. 
(Chris)
And for one participant the result felt pre-determined:
I was accused of theft, all sorts of things. Not a shred of evidence, but they’d 
clearly made their mind up to get rid of me (David)
There was a sense of an ongoing debate with the judgmental professional body, in 
which the professional body was seen as unreasonable, punishing, withholding. Is it 
too fanciful to see the professional body as a harsh internalised parent? Celenza, in 
her report of analytic work with a disciplined psychoanalyst, identified a difficult 
relationship with authority figures as a feature in the analyst’s actions, a mixture of 
compliance and secret defiance against the strictures of the licensing board 
(Celenza, 1991). Her client sought her complicity in appealing for his reinstatement, 
in a way that was echoed in Helen’s pleas to the liaison clinician:
So I asked him, you know: ‘I thought, you know, we could shorten this 
[suspension] period once you submit your report about me’. ‘No, no I’m afraid 
that’s not possible. Sorry, that’s it.’ ‘Thank you very much, thank you.’ (Helen)
The idea that the participants experienced being involved in my research as an 
extension of the judgmental process is explored more below.
3.3.4 Being Identified with the offence
For all of the participants, the impact of the disciplinary investigation and inquiry was 
devastating, both immediately:
I was obviously suspended for a year. So, you know, I had lost my income.
I’d lost my house. Well, I lost my phone as well. (Chris)
And in its longer term implications for their future career:
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I was well qualified, you know elevated and all the rest of it, lot of 
responsibility, probably working a 55, 60 hour week. Thoroughly enjoyed 
what I did, did clinical outcomes, did instruments, policy and all the rest of it. 
You know, at a stroke it’s all lost, and then you have to think, what do I need 
to do? (David)
Participants saw themselves as marked by the offence, as though it was visibly 
apparent:
Oh, I was frightened! I thought they could see from the outside that I had 
been suspended really. (Helen)
Colleagues’ response was variable, with two participants enjoying good support, the 
third suspicion:
First she didn’t say anything to me but her behaviour towards me was very 
weird and I was tense and anxious. (Helen)
They saw themselves as rejected by professional organisations:
Cast out, that’s it. Just like that. And on-one looks at you anymore. No-one 
wonders ‘what’s happening to her? What’s she doing now?’ Nothing.(Helen)
Almost shunned:
I’ve forgotten what they call it now, gross professional misconduct, and 
nobody will touch you with a barge pole. (David)
The effect was seen as a long term one:
I’m forever vulnerable basically, in the sense I can never run for high office 
because this will be a black mark on my career forever. (Chris)
Two participants were able to resume working in mental health services, but with 
some constraints. David thought that he had to ‘limit my activities to things that
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would not come to light if you like, in the public domain’. For Helen it was ‘still 
affecting me. I’m still suspended. Still have to walk on my toes.’ For David, the 
consequences included leaving health services:
...you lose your professional network, your social network shrinks, and you 
become a salesman because nobody else will employ you, because I was 
dismissed from the NHS.
3.3.5 Therapist as victim
Loss of professional confidence, external criticism and rejection, as well as loss of 
the relationships, had a considerable impact on the way in which the participants 
saw themselves and their actions. Two of the participants saw themselves as 
victims, the third as part victim, part perpetrator. Their narratives are described 
below.
Helen described a difficult prior relationship that had left her highly vulnerable:
It would never have happened if this ex-partner wouldn’t have traumatised 
me so much. Because he really pulled out all the grounds from under my 
feet.
She thought that her own mental health problems reduced her ability to manage 
boundaries. Pressure from the client was experienced as finally overwhelming:
So how do I look at my boundary violations? I was ill, I was very ill. I could 
function, without pressure I could function, but he put a lot of pressure on me 
and that’s what I couldn’t, I wasn’t strong enough to resist that.
The difficulties were compounded by lack of support from colleagues:
No-one said anything, nothing. ‘What’s happening? How are you coping? 
What are you going to do?’ Nothing, nothing, nothing. I felt as if I had to keep
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it all under control. Which I managed to do for some time, until this client 
started pushing me and then I lost it.
The lack of empathy from the disciplinary committee reinforced the trauma:
I think it’s important that when the [professional body] disciplines a person 
then they should be a bit more empathie because that was very clinical but 
not understand.
And finally the research process itself was difficult:
Difficult, very difficult...looking back triggers a lot again, and all the memories 
come back. Being let down by people.
David’s story was of someone who had done ‘nothing untoward’, and had been 
wrongly condemned by employers and professional organisations. He saw himself 
as the sustained victim of attack by the client, both in terms of unfounded allegations 
and physical violence:
There were dogs involved. I’d been battered and bruised. I never retaliated.
David presented himself as always having followed the rules:
Certainly with [professional body] and [professional body] and with Trust 
policy, I hadn’t breached any boundary. I was completely open and honest 
with them.
He saw his behaviour as transparent:
I’d self-disclosed. Everything that they wanted to know. They’d looked 
through my notes, paper-based and electronic. There was a letter of support 
from [the client], letters from GPs. I had an unblemished career.
154
Despite this probity, David saw himself as condemned by employer and professional 
body through unfair processes, without ‘a shred of evidence’. The motives for the 
unfairness remained inexplicable:
Oh, I absolutely have no idea other than, certainly my line, had it gone to a 
civil hearing, all I can assume is that my line manager, my clinical supervisor 
and the [clinical manager], wouldn’t have wanted to appear in a civil court for 
some reason.
If the therapist identified themselves as the victim, then there was no scope for 
contemplating negative consequences for the client:
The only consequence for her...I’ve got absolutely no idea how or if she has 
benefited. I can only assume that she will have had some money at the end 
of the day. (David)
For him? No. He’s back with his partner. His partner’s a bit wiser. But for him, 
no. And he would leave her again. You know, if he comes across someone 
he can use and manipulate (Helen)
My interpretation was that the closeness of the participants’ identification with the 
victim position left little room for a more nuanced understanding either of their role in 
the relationship or its potential impact upon the client.
If these two accounts seemed to present a very fixed view of the role of the 
therapist, Chris’s story was more complex. Whilst maintaining the view that his 
conduct whilst the client’s therapist was appropriate, and criticising his professional 
body for taking a simplistic and inconsistent view of boundary violations, Chris made 
a connection between the therapeutic relationship and subsequent personal one:
If I hadn’t met her through therapy I guess I wouldn’t, if I’d met her in a café 
or something I don’t know if I would of taken an interest in her. So in a sense 
sort of the therapy has an effect whether I initiated a relationship or not.
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This involved a recognition that the breakdown of the relationship was not the result 
of a pathological act by the client, but was a product of their interaction:
The way I understand this in a way was that my you know our getting 
engaged triggered a sort of fear response in her.
The maintenance of an essentialising position that the client was manipulative and 
deceptive, ‘on the make’, seems to be associated with a victim position, whilst the 
capacity to conceive of the client’s motivation in a complex, psychologically-minded 
way, to see the client’s behaviour as an interaction with the situation and 
environment was linked to movement from this polarization. Whilst very conscious of 
his own immediate and lasting impact upon him, being ‘forever vulnerable’, Chris 
also envisaged lasting distress for the client:
...she, you know, will have difficulty forgiving herself for, because she’s that 
sort of person really. You know, I expect her to be fairly distressed about it.
The psychological cost of this position was that the therapist and their behaviour 
were obviously part of the environment, so it involved Chris accepting a degree of 
culpability for the outcome:
So I can say in hindsight I’ve done wrong ... I do regret what I’ve done. 
Obviously, it’s easy to regret things when you’ve had enormous negative 
impact on one’s life and standing and everything basically... So I suppose I 
do have quite a few regrets and I wished it had been different but I can only 
say that in hindsight really.
It seemed to me that this was a sense of regret that went beyond the focus upon 
damage to one’s own sense of ‘self-regard, self-worth, and reputation’ that is the 
hallmark of narcissistic motivation, and denoted genuine remorse (Celenza & 
Gabbard, 2003).
Both David and Chris sought to distinguish themselves from therapists who have 
multiple relationships with clients, whom Chris described as ‘predatory therapists’. In
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the victim position, this strict differentiation protected the therapist from viewing 
themselves as a perpetrator:
Therapists, nurses, doctors forming relationships with current clients, that's 
an absolute no-no and forming relationships with ex-clients ... in my mind 
they are two separate things (David)
For Chris, however, having accepted some complicity in a relationship that he saw 
as damaging, the absolute distinction between relationships with current clients and 
with former clients was no longer available to protect against a feeling of 
wrongdoing:
In terms of more psychological or psychotherapeutic things I think the 
distinction largely disappears and the safest recourse I suppose is to say that 
one should never have a relationship with an ex-patient who, you know, 
you’ve given psychotherapy to.
3.3.6 Taking part in the research
The therapists’ motivation for taking part in the research was an extension of their 
identity position. All were understandably pre-occupied with external judgment 
during the interviews. Chris referred repeatedly to actions ‘the [professional body] 
weren’t happy about’. For all participants, being contacted by me to take part in the 
study was a reminder of their actions being public property:
How did you find my name? (Helen)
You yes clearly have access to public information. (Chris)
You’ve seen what their [professional body] conclusion was which has 
alarmed me. (David)
The desire to justify their position was clearly an important motivation in taking part:
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Definitely a side to this story which I feel has not been fully taken into 
consideration. (Helen)
There’s certainly a story to tell from my side.. .what I did ... right, what I 
did wrong. (David)
For Helen, participation was linked to her sense of herself as damaged, and she 
made a connection between the research interview and plans for personal therapy. 
David discussed the idea of supporting scientific investigation, but his primary task 
seemed to be to defend his own conduct, as though the research process 
represented an appeal to a higher court. For Chris, taking part was an extension of 
the process of theoretical and personal exploration of boundary violations that had 
begun with the requirements of the disciplinary process. His account was part 
personal confession, part theoretical discussion, and reflected an acceptance of 
personal fault, and a desire to make positive use of a difficult experience, perhaps 
through the education of others.
DISCUSSION
4.1 Summary of findings
This study set out to examine how mental health professionals accounted for sexual 
relationships with clients and former clients. Three therapists were interviewed from 
different professional backgrounds (psychiatry, clinical psychology, counselling). 
Two had been in relationships with former clients, and one with a current client. All 
had been found guilty of professional failings in relation to these clients. Analysis of 
the transcripts using Interpretative Phenomenological Analysis identified two master 
themes in the therapists’ accounts.
Neutralising the clients’ ‘patientness’ Xracedi how the client and the relationship with 
the client were described in the course of the relationship’s formation and 
dissolution, and how this affected the therapist’s policing of therapeutic boundaries. 
The therapist’s perception of the client’s mental health problems was central to the 
initiation and maintenance of the relationship. When the problems were seen as
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minimal, boundaries were dissolved, and a conventional relationship was possible. 
An important feature of the relationship was the perceived absence of a power 
imbalance. When the client's mental health problems re-emerged, the boundaries 
were re-asserted. The presentation of the relationship as entirely conventional 
seemed forced, a tension that was apparent in their reluctance to disclose the 
origins of the relationship. When disclosure was made, it was involuntary, brought 
about by events. The client was then seen as a destructive force, associated with 
powerful images of madness, and the therapist's survival required the reinstatement 
of boundaries.
Put simply, this theme suggests that in order to have a relationship with a former 
client, it was necessary for the therapists not to see them as a patient.
The second master theme, therapist: hero, victim, perpetrator, followed the 
implications of the travails of the relationships for the therapists’ personal and 
professional identity. Whilst paradoxically denying its origins in the consulting room, 
the start of the relationship seemed to reconfirm the professional competence and 
identity of the therapist: the ‘hero’ position. The unravelling of the relationships was 
not only a personal blow to the therapists, but also threatened their sense of 
themselves as capable clinicians. They lost their confidence that they could ‘know’ 
the client, and came to see themselves as naive. As their version of events was 
challenged in disciplinary procedures, there was also some loss of confidence in 
their ability to construct an evidential discourse that could stand alongside a 
legalistic narrative. For two of the therapists, their construction of events located 
them firmly as ‘victims’, either of prior trauma or unfair processes. They saw the 
clients as deceitful and manipulative, and did not believe that they had experienced 
negative consequences from the relationship. The third therapist believed that the 
client would suffer negative consequences, and saw himself as in some ways 
culpable. These identity positions were consistent with the participants’ motivation 
for taking part in the study.
These themes were the result of my interpretation of the transcripts, and would not 
necessarily be shared by participants. One participant made an explicit connection 
between the lowering of his anxiety about the client’s mental health problems and
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his interest in having a relationship with her. To an extent the context for this study, 
in terms of the social and professional attitudes to sexual boundary violations, and 
the participants’ experience of having to defend their conduct in disciplinary 
proceedings, meant that the participants were likely to produce a more defended 
account of their conduct. It followed that the leakages that I identified, and 
subsequent interpretations, were likely to take the analysis away from the 
participants’ starting points, and might therefore by less recognised by them.
4.2 Links with existing literature
4.2.1 Therapist risk factors
The participants met some of the risk profile identified in the literature for therapists 
in terms of sexual boundary violations. All participants were in their 40s at the time 
of the relationships and two of the three participants were male. In terms of proximal 
factors that have been identified in the literature, one of the participants described 
herself as being in a highly distressed and vulnerable state. Another was going 
through a divorce at the time the relationship with a former patient began. The third, 
who had been divorced for ten years, said that he ‘certainly wasn’t looking for 
anything’. Rather than age being a source of vulnerability perse, these participants 
seemed to be more available to consider a relationship with a client because they 
were not at the time in a committed partnership.
The participants’ description of the progress of their relationships did suggest a 
pattern of non-sexual boundary violations preceding the sexual relationship, in a 
way that fits with Simon’s ‘slippery slope’ model (1995). Helen described a social 
visit to the client’s home; David mentioned chance meetings in a gym; and Chris 
noted a series of actions including meeting the client in a car park in order to lead 
her to his new hospital. However, perspectives on what constitutes a boundary 
violation differ greatly between psychotherapeutic schools. The actions above might 
not raise eyebrows in cognitive behavioural therapy practice, but could be viewed as 
very significant in psychodynamic thought.
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The dynamics of the relationships also echoed some of the themes in the literature. 
Helen's relationship with the client, in which her vulnerability and need for help were 
presented as greater than the clients, was reminiscent of the reversal of roles that 
has sometimes been observed to precede sexual contact between therapist and 
client (Gabbard, 1994a). The relationships with former clients lasted for one and 
three years, and both reached the stage of a formal engagement. The literature 
suggests that half of sexualised relationships between therapists and clients last for 
less than three months, but that some continue for more than five years (Garrett & 
Davis, 1998). Three of the nineteen positive respondents in Garrett & Davis’s survey 
were categorised as ‘married to or in a committed relationship with patient’ (Garrett 
& Davis, 1998).
4.2.2 Implicit theories
Some of the views reported by the participants could be described as being 
consistent with implicit theories that tended to enable sexual relationships with 
clients.
Denial of harm
Two of the participants expressed the view that the clients had suffered no adverse 
consequences from the relationship, and that the only people damaged by events 
were themselves. This was despite, in one case, having to undertake personal 
research on boundary violations and submit reports to their professional body on 
their studies, as a pre-condition for the lifting of suspension. The second participant 
also referenced a newspaper article, which had described the negative results for 
patients of relationships with their therapists. There was a sense then that these 
denials of harm were made in the face of evidence that would suggest the contrary. 
The third participant did think it was likely that the client would suffer lasting distress 
as a result of the relationship and its ending.
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Permissive attitude to non~sexual boundary violations
One of the participants described encountering and socialising with clients and ex­
clients, and forming friendships with clients, as being inevitable in the small town in 
which he worked.
Minimising power differentials
The processes which participants went through to reduce the client-therapist power 
differential is described at some length above. This was not widely described in the 
literature, but does tally with some case histories of therapists who violated sexual 
boundaries, for whom the erosion of power differences was an explicit therapeutic 
philosophy (Gabbard, 1997; Gartrell & Sanderson, 1994).
Enabling cognitions or post-hoc rationalisations?
In this study, these attitudes were highly consistent with the adopted identity 
positions of the therapists, that of victim or perpetrator. The research method meant 
that it was not possible to establish through this study whether the role of these 
attitudes was limited to the boosting of self-esteem and the reduction of shame, or 
included a role in the facilitation of sexual boundary violations.
4.3 Theoretical Implications
The contribution of this study to thinking about sexual contact between therapists 
and clients is in its detailed observation of the narrative that therapists constructed 
around the nature of their relationship with clients. Where the existing literature 
suggested important roles for unconscious conflict, and elucidated some of the 
behavioural changes that mark the ‘slippery slope’, this study has generated some 
suggestions about the more conscious processes of meaning-making that may 
accompany sexual boundary violations. For these participants, the reduction of 
perceived power imbalances between themselves and the clients, the producing of 
a kind of equivalent status, seemed to be a necessary step in rendering a 
relationship with a client an acceptable action. Minimising the client’s mental health
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problems; stressing the therapist’s own vulnerability; emphasising the 
conventionality of the relationship: all of these attributional strategies seemed to be 
geared towards reducing any exploitative difference in status.
4.4 Clinical Implications
One goal of this study was to generate material that might be helpful in helping 
professionals to avoid sexual boundary violations through training and supervision. 
There seem to be two potential contributions. The first is the picture that the study 
has provided of the participants’ reflections on their sexual contact with clients and 
the exploration through the analysis of the role that these reflections might play. This 
material could be usefully incorporated into training materials, perhaps by providing 
case vignettes for discussion.
The second potential contribution is to emphasise again the important role of 
supervision. The participants in the study sustained a normalising view of their 
relationships with clients partly by not testing it in supervision. Even the two 
therapists who were involved in relationships with former clients that they regarded 
as legitimate, nonetheless were not open with supervisors about the origins of the 
relationships. In the absence of a definitive prohibition on relationships with ex­
clients, there is a suggestion here that a relationship that we are not willing to 
discuss with our supervisors should be a matter of concern. This finding supports 
the view that supervision is most valuable when it is used as a forum for discussing 
the reactions that we have to clients which we feel least able to share (Gabbard, 
1997). The challenge to supervisors is to make supervision a place where those 
difficult explorations can take place (Bridges, 1998).
4.5 Methodological limitations and future research
The three therapists taking part in this study cannot be seen as representative of the 
wider population of mental health professionals committing sexual boundary 
violations. I PA does not seek to generate a representative sample: the aim is to 
produce an in-depth analysis of a small number of participants’ accounts. The 
results are a co-creation between the participants and the researcher. Any
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conclusions drawn, then, are specific to this group of participants and me, and we 
must be cautious about generalizing more widely. However, the emergence of 
similar themes within a sample may be relevant to other individuals from 
comparable populations (Smith & Osborn, 2003). I hope, therefore, that these 
findings contribute to a fuller understanding of the processes involved in sexual 
boundary violation. In terms of making a contribution towards the construction of a 
theory, these detailed findings could be seen at the level of phenomenon 
observation (Ward & Hudson, 1998). Such work helps to identify possible clinical 
phenomena that formal theory then sets out to explain (Davison & Neale, 1996).
Most individuals approached declined to take part in the study. Given the topic, this 
was not surprising. Errors in locating potential participants' addresses may also 
have contributed to the small sample size. Nonetheless, this may have resulted in 
specific biases. For example, it may be that only clinicians who were particularly 
aggrieved about the disciplinary process agreed to take part. Equally, given the 
potentially shaming nature of the topic, participation may have been restricted to 
people who believed that their conduct was largely justified. Certainly the 
speculative sub-group of therapists who are sexually predatory and engage in 
repeated boundary violations did not seem to be represented in this sample.
One goal of this research was to examine the usefulness of a concept from the sex 
offending literature of ‘implicit theories’ in considering sexual boundary violations.
I PA as a methodology has some advantages for the investigation of ‘cognitive 
products’ that may not be consciously available. In this study it was important to be 
able to utilise IRA’s ‘double hermeneutic’ -accessing both the participant’s verbal 
description of how they saw things, and my interpretation of their understanding -  
partly because the participants’ stories were quite over-rehearsed. The participants 
had been through disciplinary processes, within their organisations and with external 
professional bodies, and in some cases also legal hearings and personal therapy. 
Being required to tell their stories several times, and questioned upon them, had 
produced a consistent and in some cases difficult to penetrate narrative. At times I 
thought that I my efforts were akin to scrabbling on a hard surface on which it was 
very difficult to get purchase. I PA gave a structure and justification for focussing on 
leakages, inconsistencies and my reactions to begin to see other emergent themes.
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There are a number of important research challenges for the future. The piloting and 
evaluation of training programmes intended to reduce the occurrence of sexual 
contact between therapist and client is a clear priority, with a focus upon the 
particular contribution of supervision. This study has begun to identify a role for 
therapists' beliefs and understandings in sexual boundary violations. Further 
detailed qualitative studies would be needed to expand the range of narratives. 
There is also a need to establish whether they play a part in enabling boundary 
violations, or operate only retrospectively. This work could be helpfully 
complemented by exploring the factors that enable therapists not to act upon sexual 
attraction to clients, on which initial work is underway (C. Martin, personal 
communication, 5 February 2009).
4.6 Conclusions
The goal of this study was to generate ideas that might be helpful in trying to reduce 
sexual boundary violations from therapists’ own account of events. This has been 
nationally recognised as an important task facing the professions, if damage to 
clients and the reputation of the professions are to be avoided (CHRE, 2008b).
The research involved an intensive analysis of three therapists’ accounts of sexual 
boundary violations with clients and former clients. Analysis of the accounts 
suggested that the therapists undertook a number of processes to lower power 
imbalances between themselves and the clients. The processes included 
minimizing the clients’ mental health problems and stressing the conventionality of 
the relationships. Their sense of the appropriateness of the relationships was not 
tested with supervisors. These ideas seemed to be consistent with the adopted 
identity positions of the therapists. An important goal for future research efforts is to 
establish whether these beliefs represented efforts to avoid shame or 
condemnation, or were enabling scripts that might facilitate boundary violations.
The research has generated material for training interventions. It has also reinforced 
the central importance of the supervisory relationship in helping therapists to avoid 
sexual contact with clients.
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Appendix 1: Semi-structured interview questions
Boundarv violations studv 
Semi-structured interview questions
Thank you for agreeing to take part in this study. As you know, the study is looking 
at the how mental health professionals account for their boundary violations with 
clients. I'm particularly interested in how they understand what happened, and 
whether and how their views have changed over time. I'm going to ask you a 
number of open-ended questions around that topic. If you don't want to answer any 
of the questions, just say so. If you want to pause or end the interview at any point, 
you are free to do so. I will be recording the interview. Do you have any questions 
before we start?
I will start recording now.
1. Please tell me about your relationship with this particular client. How did the 
relationship start and how did it develop?
Prompts
• How did you make sense of your relationship with the client?
• At the time, what was the impact of the relationship on you? And looking 
back now, how would you view the impact?
• At the time, what did you think the impact of the relationship was upon the
client? And looking back now, how would you view the impact?
2. How did supervision and/or views of peers influence what you did at this 
time?
Prompts
• If it was not sought, why not?
• If it was, what was the response and what influence did it have?
3. I'd like to go back to the time before you began a relationship with a client. What
had your views been then on therapists having relationships with clients?
Prompts
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• What were the influences on those views? Training, education, reading, 
supervision, personal experience, experiences of other clients, views of 
colleagues
4. Were there any factors that you think made you more vulnerable to becoming 
involved in a sexual relationship with a client? Any factors which protected you? 
Prompts
• training
• Supervision
• Personal circumstances
• Personal history
5. Were there times when you thought that sexual relationships with clients 
seemed close but they did not take place -  what was different about these times?
6. How did family, friends, colleagues react to the accusation and disciplinary
action?
7. What was your experience of the disciplinary process?
8. What has happened to you since the disciplinary process? Current role?
9. What are your views now about mental health professionals having sexual 
relationships with clients? If the goal was to prevent them, how might that be done? 
Prompts
• Role of supervision, training
Thank you very much for taking part in this interview. Before we finish, is there 
anything else that seems important on this topic that we haven’t talked about.
Thank you.
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Appendix 2: Letter of invitation to participants
Addressee Only Guildford, surrey G U2 7XH UK
Addressee Name 
Address 1
Address 2 t :+44 (0)14S3 689441
Address 3 f : +44 (o )i483 689437
Address 4
n.mcnulty@surrey.ac.uk
Insert date & time www.surrev.ac.uk
Dear < addressee >
I am writing to ask if you would be willing to take part in a qualitative research project looking at 
mental health professionals’ views about boundary violations. Although there are some studies 
in this area, to date none has explored the views of the mental health professionals involved. I 
am interested in the experiences of mental health professionals and see this as a valuable 
opportunity to get a different perspective.
Taking part in the study would involve a semi-structured interview. I want to stress that the 
interview would be exploratory and non-judgemental, and concerned with the ways in which you 
understood your motivation and actions, both at the time and in retrospect. The interview could 
either take place in person or over the telephone, depending upon your preference. All 
information will be completely anonymised and treated in the strictest confidentiality. I would be 
really grateful if you would agree to take part in this study of a difficult issue.
I am a trainee Clinical Psychologist at the University of Surrey. The project is being supervised 
by Professor Jane Ogden and Dr Fiona Warren at the University of Surrey.
If you are interested in taking part, please contact me on n.mcnultv&surrev.ac.uk or 07738 998 
495.
I hope that you have not found this letter too intrusive. I will make no further attempt to contact 
you unless you indicate that you wish to take part in the study.
With best wishes.
Yours sincerely.
Nick McNulty
Trainee Clinical Psychologist 
University of Surrey
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Appendix 3: Participant Information Sheet
University of Surrey 
Department of Clinical Psychology 
Department of Psychology 
University of Surrey 
Guildford 
Surrey GU2 7XH 
Contact No: 07738 889 495 
e-mail: n.mcnultv@surrev.ac.uk
Information sheet for participants
NRES Protocol Number:08/H1109/99 
An Interpretative Phenomenological Analysis of mental health professionals’ 
accounts of boundary violations
You have been invited to take part in this doctoral research project that will be submitted as 
part of the thesis for a Doctorate qualification in Clinical Psychology at the University of 
Surrey.
You should only participate if you want to: choosing not to will not disadvantage you in any 
way. Before you decide whether you want to take part, it is important for you to understand 
why the research is being done and what your participation will involve. Please take time to 
read the following information carefully and discuss it with others if you wish. After reading 
this information sheet, please do not hesitate to contact me if there is anything that is not 
clear or if you would like more information (my contact e-mail and phone number is given 
above).
What is the purpose of the study?
The main purpose of the study is to explore how mental health professionals make sense of 
breaking sexual boundaries with clients. There have been a number of studies of boundary 
violations that have depended upon survey data or patient reports, and I am interested in 
exploring the perspective of the mental health professionals. The work is intended to 
contribute to efforts to prevent boundary violations through training and supervision.
What will I have to do and how long will It take?
If you agree to take part in the study, then it would involve you answering questions in a 
recorded semi-structured interview. The interview could either take place in person or over 
the telephone, depending upon your preference. It would take approximately 1 hour, and no 
more than 90 minutes. The interview would be exploratory and non-judgemental, and 
concerned with the ways in which you understood your motivation and actions, both at the 
time and in retrospect. The interview would be focussed upon boundary violations that have 
been subject to a disciplinary inquiry. If you should raise violations that have not been 
investigated, then I might need to discuss these with the relevant professional body.
I would transcribe the interview, and use the data from several such anonymised interviews 
for a qualitative analysis. Once the interview was completed, your participation in the study 
would end.
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Do I have to take part?
No. Participation is entirely voluntary and the decision not to participate will not have any 
impact upon you.
What are the possible disadvantages of taking part?
The interview would involve discussing your perspective on difficult events, and this could 
be distressing for you. If you felt the need to speak to someone about this, you can contact 
me, Nick McNulty, the researcher, and I would be more than happy to talk with you and if 
necessary advise you on appropriate places to get further support. If you continued to feel 
anxious or low in mood, you could contact your GP or your nearest counselling service.
What are the possible benefits of taking part?
Taking part would give you what may be a new opportunity to give your views on boundary 
violations in a non-judgemental interview.
Where will my information be kept and who will have access to it?
The project is being supervised by Professor Jane Ogden and Dr Fiona Warren at the 
University of Surrey. Only the supervisors and myself would have access to the interview 
transcipts, and only the lead researcher would be aware of the identity of the participants. 
The transcripts and recordings would be kept in a locked cabinet in Professor Ogden’s room 
at the University. Any reports or publications based upon the research would exclude 
identifying details of the participants, including name, exact age, service worked in and 
location. You would have the right to withdraw from the research at any time and have your 
data removed from the analysis. I would be happy to discuss any further requirements in 
terms of confidentiality that you might have.
Who is organising and funding the research, and who has reviewed the study?
Funding for the research has been provided by the Clinical Psychology course at the 
University of Surrey. The study has been approved by the Surrey Research Ethics 
Committee.
What should I do if i want to take part?
If you are interested in taking part in this research, please complete the consent form and 
post in the enclosed SAE.
If you would like more information, or have concerns about taking part in the study, please 
contact me:
Nick McNulty (trainee Clinical Psychologist), e-mail: n.mcnultv@surrev.ac.uk Tel: 07738 
889 495
Thank you for reading this information sheet.
177
Appendix 4: Consent Form
Boundary violations study
Consent Form
Age
Gender
•  I understand that I have been invited to take part in a doctoral research project 
that will be submitted by Nick McNulty as part of the thesis for a Doctorate 
qualification in Clinical Psychology at the University of Surrey.
•  I understand that the project is concerned with how mental health professionals 
make sense of breaking boundaries with clients.
•  I understand that I take part in this interview voluntarily, and that I can withdraw at 
any time.
•  I understand that the interview material will remain confidential and that my name 
will be replaced by a pseudonym.
•  If I have any concerns about this study I may contact Nick McNulty 
(n.mcnultv@surrev.ac.uk or 07739 889495). If I have any further questions or 
concerns, I may also contact the project supervisors, Professor Jane Ogden 
(J.Oqden@surrev.ac.uk. 01483 686929) or Dr Fiona Warren 
(F.Warren@surrev.ac.uk, 01483 686944).
I have read and understood the above explanations and voluntarily consent to 
participate in this study.
Signature:______________________ Date;,
Printed Name:
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Appendix 5: Ethics Committee Correspondence
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First Committee Response - rejection 
Surrey Research Ethics Committee
Education Centre 
The Royal Surrey County Hospital 
Egerton Road 
GUILDFORD  
Surrey 
GU2 7XX
Telephone: 01483 571122 ext 4382  
Direct Line/Fax: 01483 406898  
Email: ethics.committee@royalsurrey.nhs.uk
Our Ref: 08/H1109/3
12 March 2008
Mr Nick McNulty
Trainee Clinical Psychologist
Department of Psychology
University of Surrey
Guildford
Surrey
GU2 7XH
Dear Mr McNulty
An Interpretative Phenomenological Analysis of mental health professionals’ 
accounts of sexual boundary violations
Thank you for attending the meeting of the Research Ethics Committee held on 4 
March 2008 when your study was discussed.
issues Discussed
i) The Committee felt that your study was potentially controversial. It 
questioned the ethics of writing to potential participants in such a way as to “reel 
them in” before providing them with the full details of the study. You explained that 
this was not your intention and you had deliberately couched your original approach 
in mild terms in case correspondence got into the hands of other family members.
ii) The Committee was concerned about the psychological impact on potential 
participants for a study which was essentially designed to help you with an 
academic project rather than help them. You explained that the Council for 
Healthcare Regulatory Excellence had asked for more research in this area and that 
you fully understood the sensitivity of what you were doing. You reassured the 
Committee that your approach would be respectful and non-judgemental. From the 
participants' point of view you felt that taking part in the study would be quite 
different to their previous experience which was disciplinary. You fully recognised 
that these people had been expelled from their profession and you said that you 
would emphasise that their experience would be valuable to you in understanding 
the problem. You felt that, in effect, you were taking them out of isolation and 
helping them to express their views.
180
iii) The Committee noted that in Section A22 of the Application Form you had 
indicated that the status of participants was such that they would not be in a position 
to disclose offences that the research team would then believe they needed to 
report. The Committee questioned this. You said that further revelations would 
probably not come to light as participants would not be in practice but if they had 
been reinstated and did reveal something of significance, you would consult your 
supervisor on the appropriate action to take. The Committee indicated that this 
would need to be inserted in the Participant Information Sheet.
iv) You confirmed that you had access to details of the disciplinary proceedings 
against the potential participants and that you would consult that information.
v) You explained the rationale behind your recruitment plans which would 
concentrate on mental health professionals. As a first step you said that you would 
approach psychologists followed by psychotherapists and psychiatrists with the aim 
of recruiting twelve to fourteen people.
vi) The Committee suggested that there might be other less intrusive ways of 
recruiting potential participants via for example, placing an advert. You agreed that 
this was a possibility but pointed out the potential difficulties caused by the fact that 
this might produce volunteers who had not been through the formal disciplinary 
process. You further pointed out that health professionals no longer in practice 
would probably not be subscribers to the professional journals in which you would 
place the advert.
vii) The Committee observed that the number of potential participants did not 
address demographic differences or make comparisons between male and female 
data. It also expressed its concern at your intention to alter gender and 
demographic details in your written report.
viii) The Committee also observed that you would not be using a control group.
ix) The Committee asked how you could be sure that you could obtain the 
accurate addresses of potential participants. You explained that you would use the 
electoral register and re-emphasised the fact that the initial recruitment letter would 
be couched in non-explicit terms.
x) The Committee asked if there were any mechanisms to test whether or not 
participants would be telling you the truth. You explained that the methodology did 
not claim to be able to get to the truth but that in fact you were not trying to do that 
anyway.
xi) The Committee restated its concern for the need to protect the interests of 
subjects. Notwithstanding your intention to be non-judgemental and your 
camouflaged approach there remained the unavoidable fact that potential 
participants would be reminded of their misdemeanours which could be two or three 
years in the past. It could be argued that they had paid the price for their activity 
and the study would reopen the whole raft of difficulties they had experienced.
xii) The Committee questioned to what extent this was a theoretical or academic 
project as opposed to a scientifically designed one which would produce robust
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results. It noted that the sample was small and questioned its scientific validity as 
well as the extent to which it would add to the existing body of knowledge. You said 
that studies had shown that this subject had not been adequately covered but that 
your project would simply make a contribution. You pointed out that little work had 
been done on how the people themselves dealt with their situation.
xiii) The Committee suggested that you might receive a good deal of denial from 
participants and if this happened in a significant, say one third of the cases, the 
research results would not be valid. You took the view that denial might be a 
genuine outcome on the research.
xiv) The Committee expressed its concern about the vulnerability of participants 
and the consequent difficulty of dealing with potentially very difficult problems over 
the telephone. Indeed, it felt that you could find yourself trying to counsel people at a 
distance. You explained that you would not become a therapist to the participants 
but would help them find assistance elsewhere. The Committee felt that any 
assistance should be set up in advance.
Ethical Opinion
The members of the Committee present decided it was unable to give a favourable 
ethical opinion of the research for the following reasons:
i) The recruitment method using direct mailing represents two great a risk to 
potential participants the psychological state of whom you would not be aware.
ii) The need to alter gender and demographic details in the written report would 
not be appropriate and devalue it.
iii) The Committee was not convinced of the scientific value of the project and 
the balance towards subjectivity rather than objectivity added to the Committee’s
misgivings.
iv) No support mechanisms for participants had been built into the study design.
You will appreciate that the primary concern of a Research Ethics Committee must 
be the dignity, rights and wellbeing of the study participants. These need to be 
assessed against the potential scientific value of the study outcome and its potential 
benefit to others in the future. The conclusion of the Committee is that the potential 
for harm to individuals is heavily weighted against the potential benefits to others in 
the future.
A key factor in all of this is the recruitment method. If potential participants were 
able to volunteer to take part without a direct approach or any other form of coercion 
the Committee might take a more favourable view of the study providing due 
account is also taken of the other points raised by the Committee.
Options for further ethical review
You may submit a new application for ethical review, taking Committee’s concerns 
into account. You should enter details of this application at Question A55 on the
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application form and include a copy of this letter, together with a covering letter 
explaining what changes have been made from the previous application. We 
recommend that the application is submitted again to this Committee but you may 
opt to submit to any other Research Ethics Committee.
Alternatively you may appeal against the decision of the Committee by seeking a 
second opinion on this application from another Research Ethics Committee. The 
appeal would be based on the application form and supporting documents reviewed 
by this Committee, without amendment. If you wish to appeal, you should notify the 
Head Office of the National Research Ethics Service in writing within 90 days of the 
date of this letter. If the appeal is allowed, NRES will appoint another REC to give a 
second opinion within 60 days and will arrange for the second REC to be provided 
with a copy of the application, together with this letter and other relevant 
correspondence on the application. You will be notified of the arrangements for the 
meeting of the second REC and will be able to attend and/or make written 
representations if you wish to do so.
The relevant NRES contact point is:
Charlotte Rose
Head of Operations, The South and London
NRES
National Patient Safety Agency
4-8 Maple Street
London
W1T5HD
Documents reviewed
The documents reviewed at the meeting were:
i) NHS REC Application Form, Version 5.5, dated 22 January 2008
ii) Research Proposal, Version 1, dated 4 January 2008
iii) Your CV signed on 3 December 2007
iv) Your Supervisor's CV dated 21 December 2007
v) Participant Information Sheet, Version 1, dated 21 December 2007
vi) Participant Consent Form, Version 1, dated 21 December 2007
vii) Letter of Invitation, Version 1, dated 21 December 2007
viii) Statement of Indemnity arrangements dated August 2007
ix) Letter from Sponsor dated 14 December 2007
x) Scientific Critique Report dated 26 November 2007
xi) Semi-structured Interview Questions, Version 1, dated 4 January 2007
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Membership of the Committee
The members of the Ethics Committee who were present at the meeting are listed 
on the attached sheet.
Statement of Compliance
The Committee is constituted in accordance with the Governance Arrangements for 
Research Ethics Committees (July 2001) and complies fully with the Standard 
Operating Procedures for Research Ethics Committees in the UK.
After ethical review
Now that you have completed the application process please visit the National
Research Ethics Service website > After Review
Here you will find links to the following:
a) Providing feedback. You are invited to give your view of the service you have 
received from the National Research Ethics Service and the application 
procedure. If you wish to make your views known please use the feedback 
form available on the website
b) Re-submission/Appeal.
Yours sincerely
PROFESSOR D RUSSELL-JONES 
Chairman
Copy to: Ms Aimee Cox, University of Surrey
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Letter of resubmission
Professor D Russell-Jones 
Chairman
Surrey Research Ethics Committee
Education Centre
The Royal Surrey Hospital
Egerton Road
GUILDFORD
Surrey GU2 7XX
Your ref: 08/H1109/3 
Monday, 21 September 2009
Dear Professor Russell-Jones
An Interpretative Phenomenological Analysis of mental health professionals’ 
accounts of sexual boundary violations
Thank you for your letter of 12^  ^March 2008 containing the Committee’s comments 
upon my study proposal. The letter made a number of important points, and it was 
clear to me that I had not done enough in the application of my presentation to 
justify a study of this important but controversial topic. Having carefully considered 
the Committee’s comments with my supervisors. Professor Jane Ogden and Dr 
Fiona Warren, I would like to resubmit the study to the Committee. In this letter I 
would like to respond to the Committee’s comments, and highlight the resultant 
changes that I have made to the study proposal.
Ethical Opinion Point i) The recruitment method using direct mailing 
represents too great a risk to potential participants the psychological state of 
whom you would not be aware.
The Committee is understandably concerned that the participant recruitment letter 
would serve as a reminder of shameful or distressing past events and would re- 
traumatise potential participants. We considered a number of alternative recruitment 
strategies but concluded that these were either unlikely to reach potential 
participants or were likely to increase participant anxiety. There is no obvious 
vehicle for general advertising because potential participants, who have been 
expelled from professional organizations, are unlikely to be subscribing to 
professional journals. We considered asking professional organizations, such as the 
British Psychological Society, to contact potential participants on our behalf. Our 
view was that this would probably increase anxiety about the confidentiality of the 
process.
I have reviewed the evidence that being asked to take part in the study would be 
traumatizing and I would like to make three points in response to this. Firstly, we 
believe that the widespread coverage of similar events in the media and popular 
culture means that these memories will be frequently triggered, without participants 
having the opportunity to process them. Sexual boundary violations between mental
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health professionals (MHPs) and clients are widely covered in the media. For 
example, widespread coverage has been given in the last two years to the 
Kerr/Halsam inquiry"  ^and the case of Beechy Colclough^. The subject of sexual 
relationships that violate professional boundaries is also a common one in popular 
drama. The novel and film ‘Notes on a Scandal’, which depicts a relationship 
between a teacher and a pupil, is a recent example. A recent study of 103 films 
depicting mental health professionals concluded that nearly a quarter of film 
psychiatrists and therapists abused sexual boundaries®. In this environment, there 
may well be multiple triggers but with no opportunity for potential participants to 
process the thoughts and emotions raised. The proposed study does offer this 
opportunity.
Secondly, there are many examples of research studies that involve discussing 
difficult or traumatic events in which potential participants are directly contacted. For 
example, in the field of reproductive health. Professor Ogden led a series of studies 
of women’s experiences of prematurely ending pregnancy, interviewing women who 
had recently undergone an abortion^; who had undergone a miscarriage®; or who 
were reflecting later upon their experience of abortion®. These studies were 
authorised by ethics committees and used a number of different recruitment 
procedures including direct contact with potential participants whilst still in the clinic 
and publicly displayed adverts around a university. Further examples can be found 
in other areas of research. For example, Kleim and colleagues sent a letter to the 
home address of victims of assault who had been treated at Kings College Hospital, 
London to ask them to take part in a study about PTSD
Thirdly, there is little evidence of adverse reactions from participating in research 
covering difficult or traumatic events. In the main, participants report welcoming the 
chance to talk to someone about their experiences. Looking at adverse reactions to 
participating in a trauma-focused research interview, Newman et al. found that a 
large proportion reported gaining from the experience.^^ A small number reported 
subsequent upset, but the majority of these women did not regret taking part. Griffin 
et a!., examined the impact of trauma research participation upon trauma survivors 
including domestic violence, rape and physical assault.”*^  Results indicated that 
participation was very well tolerated by the vast majority of trauma survivors, and 
that most participants found the assessment an interesting and valuable experience.
 ^An inquiry into the sexual abuse of patients in North Yorkshire by two psychiatrists over a period of 
20 years.
® A psychotherapist who was removed from the professional register following allegations from a 
number of clients that he had had sexual relationships with them.
® Gharaibeh, N. (2005). The psychiatrist’s image in commercially available American movies. Acta 
Psychiathca Scandinavica, 111 (4), 316-319.
 ^Harden, A., & Ogden, J. (1999). Young women’s experiences of arranging and having an abortion. 
Sociology of Health & Illness, 21 {A), 426-444.
® Ogden, J., & Maker, 0. (2004). Expectant or surgical management of miscarriage: a qualitative 
study. British Journal of Obstetrics and Gynaecology, 111, 463-467.
® Goodwin, P., & Ogden, J., (2007). Women’s reflections upon their past abortions: An exploration of 
how and why emotional reactions change over time. Psychology and Health, 22(2), 231-248.
Kleim, B., Ehlers, A., & Glucksman, E. (2007). Early predictors of chronic post-traumatic stress 
disorder in assault survivors. Psychological Medicine, 37, 1457-1467.
Newman, E., Walker, E., & Gefland, A. (1999). Assessing the ethical costs and benefits of trauma- 
focussed research. General Hospital Psychiatry, 21 {3), 187-196.
Griffin, M., Resick, P., Waldrop, A., & Mechanic, M. (2003). Participation in trauma research: is 
there evidence of harm? Journal of Traumatic Stress, 16{3), 221-227.
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Similar conclusions have been drawn in reviews of participant reactions to 
telephone surveys that included questions about violent victimization^® and the 
overall risks and benefits of taking part in trauma research .B y contrast we have 
strong evidence from a range of sources that sexual relationships between MHPs 
and clients do produce significant trauma.^®
It is not clear to us that the proposed study of sexual boundary violations raises 
more difficult topics that the ones that have been addressed in these studies. We 
believe that in line with previous research the participants may welcome the chance 
to talk to someone about their experiences and to put forward their own account of 
what took place.
Ethical Opinion Point ii) The need to alter gender and demographic details in 
the written report would not be appropriate and devalue it.
The study is not attempting to establish whether there are differences in accounts 
between different groups, for example gender differences. It seems more important 
to preserve the anonymity of participants.
Ethical Opinion Point iii) The Committee was not convinced of the scientific 
value of the project and the balance towards subjectivity rather than 
objectivity added to the Committee’s misgivings.
In reply to these points I would like to discuss the importance of studying sexual 
boundary violations in general, and the value of this particular study.
In a series of national reports in 2008, the Committee for Healthcare Regulatory 
Excellence (CHRE), the statutory body for healthcare professional regulation, 
highlighted the issue of sexual boundary violations as an important area for 
professions to address. The need for better training and regulation on this issue was 
particularly raised by the Kerr/Halsam inquiry. In its national guidance to education 
and training institutions, the CHRE states:
“...in a small minority of cases healthcare professionals have seriously breached 
sexual boundaries with patients or their carers, resulting in several major national 
inquiries and a number of investigations in recent years. These inquiries have 
demonstrated the serious and enduring harm caused to patients when sexual 
boundaries are transgressed. As well as harming patients, sexual boundary 
breaches damage the trust that is vital for the delivery of effective healthcare -  
trust between patient and healthcare professional, and between the public and 
healthcare professions in general. Education and training on clear sexual 
boundaries has an important role to play in preventing boundary transgressions 
by enabling students and healthcare professionals to explore the issues, to
Black, M., Kresnow, M., Simon, T., Arias, I., & Shelley, G. (2006). Telephone survey respondents’ 
reactions to questions regarding interpersonal violence. Violence and Victims, 21{4), 445-459.
Newman, E. & Kaloupek, D. (2004. The risks and benefits of participating in trauma-focused 
research studies. Journal of Traumatic Stress, 17{5), 383-394.
Halter, M, Brown, H and Stone, J. (2007). Sexual Boundary Violations by Health Employees: An 
Overview of the Published Empirical Literature. London: Council for Healthcare Regulatory 
Excellence and Department of Health.
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recognise and handle situations where there is a risk of sexual boundaries being 
breached and to report concerns. Research has shown that education and 
training can prevent sexual boundary breaches and help students and healthcare 
professionals to deal appropriately with situations that arise during their careers. 
However it has also shown that many students and healthcare professionals feel 
they have not received adequate training in this area.” (CHRE, 2008, p5)^ ®
In its evidence review, the CHRE called for more ‘UK based studies of regulated 
health professions, within general practice, psychiatry and obstetrics and 
gynecology’ (Halter et al., 2007, p.89/^. The review also highlighted the existence of 
separate and largely unrelated literatures on sexual boundary violations and sex 
offending, in which important connections might be made.
This study is attempting to bring together thinking from these two areas.
The Committee is right to identify that the study is influenced by subjectivity. This is 
appropriate to the research question, and is assumed in the proposed methodology. 
This study is concerned with people’s personal accounts of their own behaviour, 
which are necessarily subjective. It is not attempting to establish participants’ ‘true’ 
motivation, even were such an endeavour possible. Motivation in these 
circumstances will include a range of factors - personal characteristics and 
experiences of therapist and client; current situation; professional and organisational 
arrangements -  some of which have already been researched. The narrower aim of 
this study is to explore the ways in which MHP’s explain and justify their behaviour 
and to establish whether there are consistent patterns and themes in these 
explanations that suggest underlying beliefs. The reason for being interested in 
these accounts is that they may relate to a set of beliefs about the world that 
facilitate the violation of professional and ethical boundaries. This hypothesis has 
been developed and researched in relation to sex offenders, and some support for 
the idea has been found. Given that the idea is yet to be tested in relation to 
professional boundary violation, an exploratory study of this type is more 
appropriate than a larger scale, ‘objective’ study. Such a study might generate 
variables for a future, larger scale study.
The proposed methodology in this study. Interpretive Phenomenological Analysis 
(IPA), is widely regarded as the most appropriate method for this type of 
exploration of participants’ own account of events. Small sample research, using 
the IPA methodology, has influenced healthcare and professional practice. For 
example, an exploration of what it means to be a sperm donor was widely cited in 
national newspapers prior to publication and in a government White Paper 
proposing that sperm donors’ right to anonymity should be withdrawn (Turner & 
Coyle, 2000)^®. Paul Flower’s series of studies on sexual decision-making amongst 
gay men influenced policy and practice in relation to preventing the spread of
CHRE (2008). Learning about sexual boundaries between healthcare professionals and patients: a 
report on education and training. London: CHRE.
Halter, M, Brown, H and Stone, J. (2007). Sexual Boundary Violations by Health Employees: An 
Overview of the Published Empirical Literature. London: Council for Healthcare Regulatory 
Excellence and Department of Health.
Turner, A.J. & Coyle, A. (2000). What does it mean to be a donor offspring? The identity 
experiences of adults conceived by donor insemination and the implications for counselling and 
therapy. Human Reproduction, 15, 2041-2051.
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sexually transmitted disease (Flowers etaL, 1997; Flowers etal., 1998)^®. Practice 
around pain management has also been influenced by Mike Osborn's work (Osborn 
& Smith, 1998)2°.
Support for the study proposal has been received from the CHRE, who described it 
as a ‘very interesting piece of work’. WITNESS, a dedicated charity supporting 
patients who have been abused by health or social care professionals, also 
expressed interest in the outcome of the proposed study.
Ethical Opinion Point iv) No support mechanisms for participants had been 
built into the study design.
It was helpful to get the committee’s view on this point. The following support 
mechanisms are now included:
• The option to contact the chief investigator for a debriefing discussion
• Supplying details of local primary care psychological therapy services in the 
participant information leaflet (example given)
Changes to the study proposal
Following the committee’s comments, we have made a number of changes to the 
proposal. These are detailed in the revised proposal and include:
- handling of disclosure of new incidents -  pre-warning to participants
- additional support mechanisms for participants including the opportunity for a 
further conversation with the chief investigator and greater information about 
psychological service availability in their area
My supervisors and I look forward to the opportunity to discuss the study again with 
the Committee.
With best wishes.
Yours sincerely,
Nick McNulty
Trainee Clinical Psychologist
Supervised by Professor Jane Ogden and Dr Fiona Warren
Flowers, P., Smith, J., Sheeran, P., & Beail, N. (1997). Health and romance: understanding 
unprotected sex in relationships between gay men. British Journal of Health Psychology, 2, 73-86. 
Flowers, P., Smith, J., Sheeran, P., & Beail, N. (1998). 'Coming out' and sexual debut: understanding 
the social context of HIV risk-related behaviour. Journal of Community and Applied Social 
Psychology, 8, 409-421.
Osborn, M., & Smith, J. (1998). The personal experience of chronic benign lower back pain: an 
interpretative phenomenological analysis. British Journal of Health Psychology, 3, 65-83.
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2"'* committee response -  draft approval
Surrey Research Ethics Committee
Education Centre 
Royal Surrey County Hospital 
Egerton Road 
GUILDFORD  
Surrey 
GU2 7XX
Telephone; 01483 406898  
Facsimile:
24 July 2008
Mr Nick McNulty 
Trainee Clinical Psychologist
PsychD Clinical Psychology, Department of Psychology 
University of Surrey 
Guildford, Surrey 
GU2 7XH
Dear Mr McNulty 
Full title of study:
REC reference number:
An Interpretative Phenomenological Analysis of 
mental health professionals' accounts of sexual 
boundary violations 
08/H1109/99
The Committee was grateful to you and Professor Ogden for attending the meeting 
of the Research Ethics Committee held on 22 July 2008 when the above study was 
discussed.
Documents reviewed
The documents reviewed at the meeting were:
Document Version Date
Application 5.6 03 July 2008
Investigator CV 21 December 2007
Protocol 2 02 July 2008
Covering Letter 03 July 2008
Letter from Sponsor 16 June 2008
Compensation Arrangements 24 July 2007
Interview Schedules/Topic Guides 2 27 June 2008
Letter of invitation to participant 1 21 December 2007
Participant Information Sheet 2 02 July 2008
Participant Consent Form 1 21 December 2007
Copy of Unfavourable Opinion Letter 12 March 2008
Scientific Critique Report 26 November 2007
Supervisor CV - Prof. Jane Ogden 21 December 2007
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Provisional opinion
The Committee would be content to give a favourable ethical opinion of the 
research, subject to receiving a complete response to the request for further 
information set out below.
The Committee delegated authority to confirm its final opinion on the application to 
the Chair, or in his absence, the Vice-Chair.
Further information or clarification required
1. Recruitment -  Letter of Invitation
You should mark the envelope ‘Addressee Only', in order to protect 
the confidentiality of the Participant.
2. The Participant Information Sheet
You should make it clear that if further offences come to light they
need to be reported.
3. The term ‘psychologists’ needs to be replaced with ‘Mental Health
Professionals’ throughout the Participant Information Sheet, Consent 
Form and Letter of Invitation.
4. Regular progress reports are required.
When submitting your response to the Committee, please send revised 
documentation where appropriate underlining or otherwise highlighting the changes 
vou have made and giving revised version numbers and dates.
The Committee will confirm the final ethical opinion within a maximum of 60 days 
from the date of initial receipt of the application, excluding the time taken by you to 
respond fully to the above points. A response should be submitted by no later than 
21 November 2008.
Ethical review of research sites
The Committee agreed that all sites in this study should be exempt from site-specific 
assessment (SSA). There is no need to submit the Site-Specific Information Form 
to any Research Ethics Committee. However, all researchers and local research 
collaborators who intend to participate in this study at NHS sites should seek 
approval from the R&D office for the relevant care organisation.
Membership of the Committee
The members of the Committee who were present at the meeting are listed on the 
attached sheet.
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statement of compliance
The Committee is constituted in accordance with the Governance Arrangements for 
Research Ethics Committees (July 2001) and complies fully with the Standard 
Operating Procedures for Research Ethics Committees in the UK.
08/H1109/99 Please quote this number on all correspondence
Yours sincerely
Prof David Russell-Jones 
Chair
Email: ethics.committee(groyalsurrey.nhs.uk
Enclosures: List of names and professions of members who were present at
the meeting
Copies to: Ms Aimee Cox, University of Surrey
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List of names and professions of members who were present at
the
Surrey Research Ethics Committee meeting 
held on 22 July 2008
Prof DL Russell-Jones, Consultant Physician (Chairman) 
Dr T Foley, Consultant Physician (R’td)
Rev D N Hobden, Senior Chaplain (Lay Member)
Dr S J Houston, Consultant Medical Oncologist 
Mr JW Jeffrey, Legal Expertise (Lay Member)
Mrs C Lawson, Nurse Specialist 
Mrs A Sayer, Lay Member 
Mrs J Turner, Lay Member
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Letter supplying requested changes/additions
Professor D Russell-Jones 
Chairman
Surrey Research Ethics Committee
Education Centre
The Royal Surrey Hospital
Egerton Road
GUILDFORD
Surrey GU2 7XX
Your ref; 08/H1109/3 
7^  ^August 2008
D ear Professor Russell-Jones
An Interpretative Phenomenological Analysis of mental health professionals’ 
accounts of sexual boundary violations 
REC Reference Number: 08/H1109/99
Thank you for your letter of 24^  ^July 2008 offering provisional approval of the above 
study. Please find attached amended documents containing the changes suggested 
by the Committee. Changes are underlined.
I am also happy to provide the Committee with regular progress reports. I would 
suggest a report in January 2009 and a final report in June 2009, but please let me 
know if you would prefer different timescales.
With best wishes.
Yours sincerely.
Nick McNulty
Trainee Clinical Psychologist
Supervised by Professor Jane Ogden and Dr Fiona Warren 
Enc
1. Letter of invitation v2.0
2. Patient Information Sheet v3.0
3. Consent form V2.0
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Letter of approval from committee 
Surrey Research Ethics Committee
Education Centre 
Royal Surrey County Hospital 
Egerton Road 
GUILDFORD  
Surrey 
GU2 7XX
Telephone: 01483 406898  
Facsimile:
21 August 2008
Mr Nick McNulty 
Trainee Clinical Psychologist 
PsychD Clinical Psychology 
Department of Psychology 
University of Surrey 
Guildford, Surrey 
GU2 7XH
Dear Mr McNulty
Full title of study: An Interpretative Phenomenological Analysis of
mental health professionals' accounts of sexual 
boundary violations 
REC reference number: 08/H1109/99
Thank you for your letter of 07 August 2008, responding to the Committee's request 
for further information on the above research and supporting revised documents.
The further information was considered by the Vice-Chairman at the meeting of the 
Sub-Committee of the REC held on 21 August 2008.
Confirmation of ethical opinion
On behalf of the Committee, I am pleased to confirm a favourable ethical opinion for 
the above research on the basis described in the application form, protocol and 
supporting revised documents, subject to the conditions specified below.
Ethical review of research sites
The Committee has designated this study as exempt from site-specific assessment 
(SSA). The favourable opinion for the study applies to all sites involved in the 
research. There is no requirement for other Local Research Ethics Committees to 
be informed or SSA to be carried out at each site.
Conditions of the favourable opinion
The favourable opinion is subject to the following conditions being met prior to the 
start of the study.
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Management permission or approval must be obtained from each host organisation 
prior to the start of the studv at the site concerned.
Management permission at NHS sites (“R&D approval”) should be obtained from the 
relevant care organisations in accordance with NHS research governance 
arrangements. Guidance on applying for NHS permission is available in the 
Integrated Research Application System or at http://www.rdforum.nhs.uk.
Approved documents
The final list of documents reviewed and approved by the Committee is as follows:
Document Version Date
Application 5.6 03 July 2008
Investigator CV 21 December 2007
Protocol 2 02 July 2008
Covering Letter 03 July 2008
Letter from Sponsor 16 June 2008
Compensation Arrangements 24 July 2007
Interview Schedules/Topic Guides 2 27 June 2008
Letter of invitation to participant 1 21 December 2007
Letter of invitation to participant 2 07 August 2008
Participant Information Sheet 2 07 August 2008
Participant Information Sheet 2 02 July 2008
Participant Consent Form 1 21 December 2007
Participant Consent Form 2 07 August 2008
Response to Request for Further Information 07 August 2008
Copy of Unfavourable Opinion Letter 12 March 2008
Scientific Critique Report 26 November 2007
Supervisor CV - Prof. Jane Ogden 21 December 2007
Statement of compliance
The Committee is constituted in accordance with the Governance Arrangements for 
Research Ethics Committees (July 2001) and complies fully with the Standard 
Operating Procedures for Research Ethics Committees in the UK.
After ethical review
Now that you have completed the application process please visit the National 
Research Ethics Website > After Review
You are invited to give your view of the service that you have received from the 
National Research Ethics Service and the application procedure. If you wish to 
make your views known please use the feedback form available on the website.
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The attached document “After ethical review -  guidance for researchers” gives 
detailed guidance on reporting requirements for studies with a favourable opinion, 
including:
• Notifying substantial amendments
• Progress and safety reports
• Notifying the end of the study
The NRES website also provides guidance on these topics, which is updated in the 
light of changes in reporting requirements or procedures.
We would also like to inform you that we consult regularly with stakeholders to 
improve our service. If you would like to join our Reference Group please email 
referencegroup@nres.npsa.nhs.uk.
08/H1109/99 Please quote this number on all
correspondence
With the Committee’s best wishes for the success of this project 
Yours sincerely
Chair
Email: ethics.committee@royalsurrey.nhs.uk
Enclosures: “After ethical review -  guidance for researchers
Copy to: Ms Aimee Cox, University of Surrey
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Surrey Research Ethics Committee 
Attendance at Sub-Committee of the REC meeting on 21 August 2008
Committee Members:
Name Profession Present Notes
Dr JHP Powell Consultant Physician Yes
Also in attendance:
Name Position (or reason for attending)
Mrs J Jackson
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Dr Mark Cropley
Chair; Faculty of Arts and Human Sciences Ethics 
Committee 
University of Surrey
Nick McNulty
PsychD Clinical Psychology T ra inee  
D epartm ent o f Psychology  
University of Surrey
UNIVERSITY OF
S U R R E Y
Faculty of
Arts and Human Sciences
Guildford, Surrey GU2 7XH UK
T: +44 {0)1483 689445 
F: +44(0)1483 689550
wvw.surrey.ac.uk
12"* S ep tem b er 2 0 0 8
D e ar Nick
Reference: 250-PSY-08
Title of Project: An Interpretative Phenomenological Analysis of mentai heaith 
professionals’ accounts of sexual boundary violations
Thank you for your subm ission o f the above proposal.
T h e  Faculty o f Arts and H um an S ciences Ethics C om m ittee has given favourab le  ethical 
opinion.
If there  are  any  significant changes to this proposal you m ay need  to consider requesting  
scrutiny by the Faculty  Ethics Com m ittee.
Yours sincerely
D r M ark Cropley
u.
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Chair’s Action
Faculty of Arts and Human Sciences
Ethics Committee
Ref:
Name of Student: 
Title of Project
Supervisor:
Date of submission:
250-PSY-08 
NICK McNULTY
An Interpretative Phenomenological Analysis 
of mental health professionals’ accounts of 
sexual boundary violations
Professor Jane Ogden
08 September 2008
The above Project has received NHS approval and expeditious ethical approval has 
been granted.
Signed:
Dr Mark Cropley 
Chair
Dated:
\Z I 6 5
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Appendix 6: Annotated section of transcript
Notes Transcript Themes
Science, control
Telling own story
Rationalisation of 
Involvement
Judicial view, pre­
occupation with 
Judgment
I; And I’m interested in, I’m pleased 
you agreed to take part in this, in this 
study. I’m interested in why you did 
that. Why did you agree to take part?
P: Agree to take part. Well there’s
certainly a story to tell from my side
(uh huh). The I don’t know I suppose
at base I’m a trained scientist, I know
how it all works qualitatively,
quantitatively and all the rest of it
(yeah). The idea of agreeing to take
part, is as I say there is a story to be
told and certainly from your point of
view as a scientist there are things
that need to be I don’t know
hypothesised, found out, supported. It
may very well be that whatever the
position is, I don’t know policy,
strategy, disciplinary level, things
may possibly change. I’m not really
sure in what direction (uh huh). This
element to it. And of course there’s a
very personal side to it (yeah) not
only from my point of view, what I did Judgment
that might have been deemed to be
right, what I might have been deemed
to be wrong. In addition to that, at the
forefront of all of this of course is the
patient, the client.
I: Well I mean it sounds like you’re 
approaching this in a very thoughtful 
way and that’s obviously great for 
me.
P: (laughs). Just make it as informal 
as you like.
I: OK. Well, I wonder if we could 
move on to that story. Maybe if you 
could tell me something about how 
you started having contact with this 
client. How did it begin?
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Pre-amble to account, 
establishing own 
reliability as a witness
Seniority
Again, establishing 
own position and 
credibility
Objective, diagnostic 
categories
minimised
‘objective’ Instruments
P: Yep, the con... I’m well, well 
versed in this because I’ve through a 
hefty legal process as well as 
disciplinary (right). She, the client, do 
you want me to give her an initial or?
I: Sure, yes, that would be great.
P: I’ll just refer to her as H. H was 
referred to me, this was when I was, I 
was actually a [position] with 
[organisation]. I’d elevated myself to 
that position, or rather been elevated. 
This was all on the merit of having an 
honorary post within the NHS, and 
certainly what was occurring in [area] 
at this point in time, this is something 
that I was instrumental with at the 
policy level and service development, 
was community mental health teams 
had, I don’t know lost their way, they 
certainly had very large waiting lists 
and the idea with setting up a primary 
care counselling psychological 
therapy service was to offer the GPs 
and patients an intermediate service. 
So when I met H I was actually 
working in a GP surgery. Very 
psychologically minded GP, nice 
surgery, appropriate referrals, yeah, 
working to what do they call that stuff, 
referral criteria (uh huh). H was 
referred to me with depression, 
anxiety and panic attacks. Very, very 
typical of primary care presentations. 
Severe enough to be seen by myself, 
not severe enough to be referred on 
to the CMHT, and certainly the GP 
couldn’t have coped by himself. My 
recollections of first seeing H were, 
its all any notes or anything, there 
were minimal written notes, we were 
actually involved with, d’y know 
CORE-PC (yeah)? Involved with 
CORE-CP and HONOS. The referral 
form from the GP, very very brief, 
proforma type thing, most of the data 
was collected and recorded
Rhetorical
strategies
Rhetorical
strategies
Minimisation of 
MH problems
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Setting in service 
context
‘you can rely on my 
memory’ -  veracity as 
a witness
Objectified account of 
Intervention
Conduct above board 
-  own conduct 
beyond reproach
electronically and the idea in 2002 
was to actually merge the electronic 
data with electronic data within the 
NHS (right) that’s partly why that 
route was taken. At first meeting with 
H, I remember it very, very clearly.
I’m one of these practitioners who 
can remember most, or I could at the 
time, remember most of my clients, 
their presentations and history (uh 
huh). I’m just lucky in that way. Very, 
very typical. I saw her for 10 agreed 
sessions, all of a 45-50 minute 
duration, not necessarily 
consecutively. The idea was to work 
on her difficulties and as time as we 
progressed through the 10 sessions, 
if the 10 sessions were needed, was 
just to increase the gap between the 
times, hoping that she could maintain 
the progress (uh huh). If there were 
any bumpy patches that, the skills 
that she was learning, because my 
modality was predominantly CBT 
(um) that she’d learn about you know 
relapse prevention and all that sort of 
stuff (yeah). There was absolutely 
nothing untoward in the treatment 
sessions. I suppose from your point 
of view there was absolutely nothing 
inappropriate, there was no 
attraction, anything of that, you know, 
note between the two of us.
I: On neither, on neither side?
P: Certainly nothing on my side.
There were no indications from H’s 
side that there was any form of 
transference or anything (um). H 
herself is a trained therapist (right).
So no, I don’t know, even minor 
alarm bells rang for me at any point 
(uh huh) in the treatment regime. 
That’s how we met.
I: And then how did things go on, how 
did things go on from then?
Self as victim
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Defensiveness? P: In what sense?
Use of dates to 
bolster conviction
Objective, scientific 
measures
Wow! Clinical 
confidence, normality 
of client
Typicality of 
presentation
I: In terms of, so you completed these 
set of 10 sessions?
P: Yep completed them. Yeah, the 10 
sessions. I think from memory, 
because I had to destroy all of the 
notes that I had, from memory I first 
saw her possibly mid-May 2002 (um) 
and by the beginning of July 2002 
she was closed to me as a case.
I: Right, and, did you feel that it went 
well, that she’d made good progress?
P: Yes, she’d made, certainly from a 
personal point of view, the clinical 
side of things, it went very, very well 
and her HONOS scores, what do you 
call it, the CORE scores, the self- 
report measure, everything, she was 
well below the clinical cut-off point 
(yeah). Normality had been achieved. 
Some week or two later she wrote 
myself a thank you letter (right), wrote 
a letter to the GP, all that sort of stuff.
I: And so it sounds like a good piece 
of work really.
P: Well, it’s a horrible description, but 
she was very typical of, you know, an 
individual who had mild-to-moderate 
mental health problems, very 
appropriate for primary care (mmm). 
There’s always not only, the usual 
practice with the GP is that clients will 
go back to see the GP shortly 
thereafter, usually to possibly review 
medication, if that’s been prescribed 
(yeah). In point of fact that’s what H 
did, went to see the GP, and 
gradually tapered off the anti­
depressant and the olitic (?) that 
she’d been on.
I: So you said, you said you’d had to 
destroy your notes. What was, was 
that the practice in that service?
Minimisation of 
mh problems
Minimisation of 
mh problems
204
Loss of ‘objective’ 
evidence
Very black & white 
view of therapeutic 
Interaction
P: No, its not the practice within the 
service. Because I no longer work for 
the service (mmm). I'm not sure what 
detail you’ll want to go, what avenues 
this goes down, but certainly I had, 
voluminous notes including her case 
notes (yeah) but I had to go for legal 
representation (uh huh) once H made 
certain allegations against me and 
part of that procedure is that once the 
case is over the notes have to be 
destroyed. So any notes that I will 
have had, I had to have destroyed.
I: Yes, right. And then obviously 
you’ve had a lot of opportunity to 
think about your contact with H as a 
therapist and this set of sessions, and 
looking back you see nothing unusual 
in them?
P: No, I mean I’ve found that there 
was absolutely nothing untoward in 
the the sessions. H made, you know, 
a complete recovery, gained 
complete relief from what it was that 
she’d been going through. She had 
seen other therapists over, I don’t 
know, a period of, I don’t remember 
the number, but she had been in 
contact with mental health services 
before whilst living in London.
Perhaps she’d had about two or three 
referrals over her lifetime (right) since 
early twenties. She was, when I saw 
her, she may have been, don’t know, 
she may have been about 40, 40 
years of age I would think (uh huh).
I: OK, so that was your contact that 
you had with her in that way and then 
how did you, what happened next?
P: I had seen her during therapy once 
or twice. Do you know [area] at all?
I: A bit. I’m from the [area] myself, so 
I’m kind of familiar.
P: I actually live very close to B**
Minimisation of 
MH probiems
Minimisation
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Typicality,
conventionality
Inevitability of contact 
with clients
Typical, not unusual
Process of developing 
acquaintance
(yeah), I live in a small village called 
***** which is on the [place] Work in 
B**. My social life is in B**. Because 
I’m middle-aged. I’m trying to stave 
off the effects of middle age by going 
to a gym and my usual pattern there 
was to go once work had been 
finished which would have been 
about 5, 6 o’clock which is when the 
majority of people would go. And,
B**, I worked in five of the clinics, five 
of the surgeries within B**, and I had 
done for a long, long time. My job 
meant that I got to know an awful lot 
of people within B**. They’d invariably 
been, you know, referred to me, 
patients I’d known over the years. It 
wasn’t uncommon for me to see a 
current patient or even an ex-patient 
in that sort of setting, or even out in 
bars and the pubs in B**. I saw H 
two, possibly three times, just a brief 
acquaintance of, you know, ‘Hello. 
How are you? How’s your exercise 
going?’, that sort of thing (yeah). 
Which was very typical of any contact 
that I would have had with a client or 
an ex-patient (yeah). What happened 
was, I suppose between, this would 
have been the beginning of July 2002 
towards the autumn of 2002, certainly 
the acquaintance developed into 
becoming friendly, friendlier, and 
certainly by the end of 2002 we’d 
formed a relationship (yeah). It would 
have been by about November. Now 
the nature of that relationship was 
definitely not sexual (uh huh). H had 
gynaecological problems which 
precluded sexual activity. I didn’t 
discover that until, that would have 
been 2003 (uh huh).
I: So you became friends but at this 
stage it wasn’t a...
P: Definitely on a friendship. She 
certainly got to know people that
Conventionality 
of relationship
Sex not 
important
Conventionality
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Slow, conventional 
development of 
relationship
Previous dual 
relationships
Small community
No concerns
were in my social group. There was 
some commonality between her 
knowing people that I knew, she 
knew, that commonality was there. 
The other bit to it was that she’d 
actually moved back up to [place] 
looking to settle down here, possibly 
set up her own private practice. She 
was looking to basically set up roots 
in [place]
I: And did you have any... Had this 
happened before? Had you formed 
friendships with people that you’d 
previously seen?
P: Not, not, not to this extent (yeah). 
There were certainly people, yes I 
have formed friendships with ex­
clients but the rule has then been that 
if that has happened that I wouldn’t 
be able to see them as a therapist 
(yeah). But I mean its, its, I think I’ve 
seen maybe three people this 
morning who are ex-patients of mine 
in the gym (yeah). I mean its just
I: So in a small community it’s quite 
hard to avoid?
P: Yes, but I mean its then, you 
know, its an exchange of pleasantries 
really.
I: Yeah. And did you have any 
concerns about the friendship that 
you were forming with H, did it seem? 
P: Not at the beginning, nor towards 
some five, six months after she’d 
been closed as a case to me (uh 
huh). There were, there were no 
concerns about me getting to know 
an ex-patient, that was definitely the 
case.
I: Would anybody have been 
concerned? Would, would your, I 
don’t know what your supervision set 
up was at this stage, would, would?
P: At this stage wasn’t discussed with
Pattern of 
boundary 
violations
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Supervisor is not told
Why Is supervisor not 
told?
Change of subject -  
participant taking 
control of Interview 
process
Lack of needs on his 
part
Conventionality
Not meeting sexual 
needs
my supervisor (uh huh). Although it 
was fairly common knowledge, it 
wasn’t, I didn’t, I never disclosed that 
H had been a client of mine (right).
To certainly tell colleagues of mine 
who she met socially, once we’d 
formed a relationship, that she’d been 
an ex-client of mine.
I: So would you supervisor have 
come to know this though kind of 
normal?
P: No, no my supervisor didn’t come 
to know it. That she was prepared to 
admit anyway.
I: Uh huh. And would you...not telling 
your supervisor was because what? 
You didn’t it was something that 
needed to be discussed or?
P: It was certainly something I didn’t 
think needed to be discussed. This 
was now some four, five, six months 
after she’d been closed to me as a 
patient (yeah). Of course, with 
hindsight, I know see that it might 
have been (chuckles) a wise step to 
have taken (yeah) but this maybe 
something that we’ll touch along as 
we go through the interview (uh huh). 
So, in answer to your question, that’s 
how the relationship developed (yes).
I was divorced, I hadn’t had a 
relationship for some 10 years, I 
would think. Certainly wasn’t looking 
for anything.
I: Uh huh. And you became closer?
P: Yeah, that effectively developed 
an acquaintance, a friendship, we 
became closer, a lot closer.
I: And this, over time it became a 
sexual relationship, or?
P: No, H, had some gynaecological 
problems. A sexual relationship 
wasn’t a feature of the relationship. It
Not disclosing 
to supervisor
Not disclosing
Sex not 
important
208
Openness, 
conventionality of 
relationship
engagement
Co-habltatlon
Hidden problems 
Not known about
Client pathology
was attempted on perhaps two or 
three occasions. Nothing, nothing 
intimate at all.
P: And then, and then, where did, 
where did things go from there?
I: This would be about late winter. 
We’re now into 2003, perhaps 
February, March 2003, we decided 
that the relationship was going well. 
We’d each met others families. She 
had certainly met colleagues of mine, 
friends of mine. I’d similarly met 
colleagues, friends of hers. We 
became engaged perhaps, I don’t 
know, February, March time 2003. 
Decided to set up home together. All 
of this was properly considered. We 
went through lawyers, you know, all 
the rest of it. We bought, we bought a 
property together and we started 
living together. This could have been 
September 2003.
I: And just to go back to the 
supervision point again. By this stage 
was it known to your supervisor that 
you were, that this was becoming a?
P: Yeah.
I: Yeah?
P: And the reason for this is that, H 
suffered. This wasn’t something that 
came to light. She’d mentioned it 
during therapy, and the GP at the 
point of referral. She had a history of 
PMT or PMS, whichever one you 
wanted to call it (umm). Shortly, I’d 
certainly seen episodes of PMT, and 
this would have been, within the first 
or second quarter of 2003. This was 
partly to do with the fact that she had 
gynaecological problems, soreness, 
all sorts of things. But what was 
associated with the PMT, I didn’t 
come to know this as I say until 2003, 
but she actually experienced severe
Conventionality 
of relp
Disclosure 
brought about 
by events
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Client pathology -  
dramatic Images
Physical attack -  
Images of Instability
Had to disclosure
Frightening picture of 
threat, violence
Cwn conduct above 
board, I was wronged
Necessity of 
disclosure
PMT, which not only had physical 
effects on her, but psychological (uh 
huh). My first experience of this 
would have been the summer 2003, 
or September 2003, when she had a 
severe episode, threatening to 
commit suicide. Totally, I'd never 
seen anything like it before (um) 
clinically. Raced off in a car, started 
making all sorts of allegations against 
me. And I was so concerned I 
actually had to phone the police 
because she was tearing round in a 
sports car. There was a helicopter 
search for her.
I: Gosh. Sounds a frightening 
episode.
P: Yes, she'd also attacked me 
physically. Totally out of character. 
And what I did was, I had to liaise 
heavily with the police. And this is 
some 18 months after she’d been 
closed to me as a case (yeah). 
Naturally, I had to tell my, my line 
manager, my supervisor. My line 
manager had heard about the 
relationship before I disclosed (um). I 
wasn’t, you know, I wasn’t compelled 
to disclose, but it would have been a 
wise thing to do (uh huh) particularly 
because of the difficulties she was 
having. Equally the attending officers, 
there were three or four of them, she 
had attacked an officer with a knife, 
all sorts of things.
I: Cor Blimey.
P: There were dogs involved. I’d
been battered and bruised. I never 
retaliated. And I’d disclosed it to my 
employer because one of the 
difficulties was, that she may very 
well have needed hospitalising. 
Certainly from the niave side, from 
the police side of things, that she.
Re-emergence 
of mH 
problems
Images of 
madness
Disclosure is 
forced by 
events
Dramatic re- 
emergence of 
MH problems
Superiority of 
professional
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Professional versus they thought that she needed to be knowledge
lay view admitted to the acute psychiatric unit
(um). It would have been wholly 
inappropriate.
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Appendix 7:
Master themes and sub-themes with sample supporting quotations
Master theme 1: Neutralising the client’s ‘patientness’
Sub-theme Helen David Chris
1 Client’s 
presenting 
problems are 
slight and 
amenable to 
treatment
Course of 
relationship Is 
conventional 
and
consensual
I assessed 
him, I treated 
him,
everything 
was fine
We went, 
we’ve been 
out as a family 
several times.
I really
enjoyed that. I 
went to his 
house, spent 
time with his 
partner and 
the children. 
That was nice.
[the client] was 
referred to me with 
depression, anxiety 
and panic attacks. 
Very, very typical of 
primary care 
presentations. Severe 
enough to be seen by 
myself, not severe 
enough to be referred 
on to the CMHT.
I saw [client] two, 
possibly three times, 
just a brief 
acquaintance of, you 
know, ‘Hello. How are 
you? How’s your 
exercise going?’ That 
sort of thing. Which 
was very typical of any 
contact that I would 
have had with a client 
or an ex-patient. What 
happened was... the 
acquaintance 
developed into 
becoming friendly, 
friendlier, and certainly 
by the end of [year] 
we’d formed a 
relationship.
I took over her as 
a client in one of 
the outpatient 
clinics and I 
recognised that you 
know she didn’t 
really need 
medication she 
needed a bit of 
psychotherapy.
we met you know, 
went to cafés, you 
know, like every 
two or three weeks 
over a period of 
months I suppose. 
So you know it was 
sort of a relatively 
slow process.
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Sub-theme Helen David Chris
3 Idealised 
relationship 
of equals
4 Sex and 
therapist’s 
needs are 
not Important
We had some 
kind of sexual 
relationship at a 
certain point but 
the certainly 
wasn’t 
important to 
me.
5 Origins of 
relationship 
are not 
discussed
one of [clientj’s 
sayings was that she 
didn’t want to go into 
a relationship once 
we realised 
something was 
happened, unless it 
was with both eyes 
wide open. As I say, 
she was a trained 
therapist herself.
The idea that, you 
know, intimacy on 
the, I don’t know the 
sexual intercourse 
side of things, didn’t 
mean anything to 
either of us. It wasn’t 
an important part of 
the relationship.
At this stage wasn’t 
discussed with my 
supervisor. Although 
it was fairly common 
knowledge, it wasn’t, 
I didn’t, I never 
disclosed that [client] 
had been a client of 
mine.
the patient was the 
same age as me, so 
it wasn’t, it wasn’t 
as if you know she 
was a very young 
person
what had been 
happening in my 
personal life was 
that I, I, my sort of 
marriage was 
breaking up 
basically. So I 
guess putting those 
two things together 
basically that’s 
probably why I 
made contact with 
her
I mean I did, well, I 
did discuss it with 
one particular 
colleague but 
somewhat indirectly 
so she, she didn’t 
know I was talking 
about an ex-patient 
basically. So I 
suppose, no, so I 
wasn’t fully open 
about it.
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Sub-theme Helen David Chris
6 Client Is mad 
or bad
1 Avoid
relationships 
with clients
So I asked him to 
go and then he 
want with a carrier 
bag full of 
medication and 
pills and I thought 
‘Oh my God'.
Then I was 
frightened. I 
thought ‘Oh my 
God, they'll find 
him on the moor 
somewhere and 
then I’ll hang’.
I don’t hate him 
cos underneath 
all this
manipulation was 
lot of childishness 
really. He was a 
big bloke and he 
portrayed himself 
as being stronger 
than he actually 
was, but he was 
quite vulnerable 
himself.
She’d also attacked 
me physically. 
Totally out of 
character.There was 
far more increased 
aggression. Multiple 
calls to my ex­
employer. To the 
police. She’d, 
neighbours had 
found her troubled 
and troublesome
Never go anywhere 
near an ex-client.
she would try and 
draw me back into 
the relationship 
but, but at the 
same time would 
be trying well to 
destroy me I 
suppose she 
would try and draw 
me back into the 
relationship but, 
but at the same 
time would be 
trying well to 
destroy me I 
suppose
So I can say in 
hindsight I’ve done 
wrong but and I 
think in order to 
protect clients, in 
order to protect 
clients from 
therapists and 
there are 
predatory 
therapists no 
doubt, which most 
of the issue is 
about. There has 
to be some 
guidance that 
protects clients 
from such 
therapists really.
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Master theme 2: Therapist: hero, victim, perpetrator
Sub­
theme
1 Knowing 
the client
2 Judgment
3 Being 
defined by 
the
offence
Helen
This gentleman was 
referred for an 
assessment. I 
assessed him, I 
started to treat him, 
everything was 
fine...
I feel there is 
definitely a side to 
this story which I 
feel has not been 
fully taken into 
consideration as 
...mitigating 
circumstances. But 
I feel they have not 
been considered 
enough really.
Oh, I was
frightened! I thought 
they could see from 
the outside that I 
had been 
suspended really
David
Her HONOS 
scores, what do 
you call it, the 
CORE scores, the 
self-report 
measure, 
everything, she 
was well below 
the clinical cut-off 
point.
I was accused of 
theft, all sorts of 
things (laughs)
Not a shred of 
evidence, but 
they’d clearly 
made their mind 
up to get rid of me
I suppose the 
immediate effect 
that it has on you 
is that you lose 
your professional 
network, your 
social network 
shrinks, and you 
because a 
salesman 
because nobody 
else will employ 
you, because I 
was dismissed 
from the NHS.
Chris
the client sort of 
revealed as sorts of 
aspects of abuse 
experiences which 
hadn’t been about 
although she’d had 
psychotherapy 
several times in the 
past with others.
so the Trust 
investigated me for 
about nine 
months...and then 
they referred me to 
the [PROFESSIONAL 
BODY], who 
investigated me for 
another two years.
I’m forever vulnerable 
basically, in the sense 
I can never run for 
high office because 
this will be a black 
mark on my career 
forever.
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Sub­
theme
Therapist 
as victim
5 Taking 
part in the 
research
Helen
So how do I look at my 
boundary violations? I was 
ill, I was very ill. I could 
function, without pressure I 
could function, but he put a 
lot of pressure on me and 
that’s what I couldn’t, I 
wasn’t strong enough to 
resist that.
Definitely a side to this 
story which I feel has not 
been fully taken into 
consideration
David
Oh, I absolutely have no 
idea other than, certainly 
my line, had it gone to a 
civil hearing, all I can 
assume is that my line 
manager, my clinical 
supervisor and the Head of 
Psychology, wouldn’t have 
wanted to appear in a civil 
court for some reason
There’s certainly a story to 
tell from my side...what I 
did ...right, what I did wrong
Chris
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Research Log
1 Formulating and testing hypotheses and research questions
2 Carrying out a structured literature search using information technology and literature search tools
/
3 Critically reviewing relevant literature and evaluating research methods /
4 Formulating specific research questions /
5 Writing brief research proposals /
6 Writing detailed research proposals/protocols /
7
Considering issues related to ethical practice in research, including issues of 
diversity, and structuring plans accordingly
/
8 Obtaining approval from a research ethics committee /
9 Obtaining appropriate supervision for research /
10 Obtaining appropriate collaboration for research /
11 Collecting data from research participants /
12 Choosing appropriate design for research questions /
13 Writing patient information and consent forms /
14 Devising and administering questionnaires /
15 Negotiating access to study participants in applied NHS settings /
16 Setting up a data file /
17 Conducting statistical analyses /
18 Choosing appropriate statistical analyses /
19 Preparing quantitative data for analysis /
20 Choosing appropriate quantitative data analysis /
21 Summarising results in figures and tables /
22 Conducting semi-structured interviews /
23 Transcribing and analysing interview data using qualitative methods /
24 Choosing appropriate qualitative analyses /
25 Interpreting results from quantitative and qualitative data analysis /
26 Presenting research findings in a variety of contexts /
27 Producing a written report on a research project /
28 Defending own research decisions and analyses /
29 Submitting research reports for publication in peer-reviewed journals or edited book
30 Applying research findings to clinical practice
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Summary of Qualitative Research Project 
May 2007
Where does the biology fit? An Interpretative Phenomenological Analytical 
investigation into what psychologists make of biological accounts of 
mental health problems.
Working with biological accounts of mental health problems was seen as a 
problematic issue for psychologists, pitting a desire for scientific rigour 
epitomised in diagnostic categories, against an awareness of the individual and 
contextual complexities of each presentation, represented in the idea of 
individual formulation. This study involved four trainee psychologists interviewing 
four applied psychologists about how they made sense and use of biological 
accounts in their thinking about mental health and their clinical work. The 
resulting transcripts were analysed using Interpretative Phenomenological 
Analysis which allowed us to focus both upon the meaning-making of the 
participants, and upon the interaction between this and our own positions, which 
ranged from support for biological accounts through pragmatic utilitarianism to 
outright hostility. We identified three main themes in the transcripts. The first was 
a dynamic and ongoing process of participants ‘weighing the evidence’ for 
biological constructions of mental health against reported research, their clinical 
and personal experience. The second was the extent to which their views were a 
product of their professional position, ‘defined by roles’. The third theme 
examined the positive and negative impacts of ‘incorporating biological accounts 
within therapeutic work’. Discussing the findings, the need for accounts of the 
origin and maintenance of mental health problems that genuinely combined both 
biological and psychological perspectives was raised.
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